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Aldosteronism Associated with Adrenal 
Cortical Adenoma 


TRUE ADENOMAS of the adrenal cortex are infre- 
quently seen. Histologically they are composed of 
cells resembling one or more of the three types nor- 
mally encountered in the adrenal cortex. Functional 
disturbances due to overproduction of specific hor- 
mones occur frequently in patients in whom cortical 
adenomas are found. It cannot be determined by 
histological examination if a given adenoma may 
produce any hormone in excess of normal. Over- 
production of adrenocortical hormones may occur 
in the absence of adenoma with or without anatomic 
evidence of hyperplasia of the gland. The clinical 
manifestations will depend on the nature and quan- 
tity of hormones produced. Three classes of cortical 
hormones are recognized: (1) The sex hormones 
which influence the development of primary and 
secondary sex characteristics, (2) the corticoids 
which affect carbohydrate and protein metabolism, 
(3) the cortical hormones with pronounced effect 
on electrolyte and water metabolism. 


In 1952, Simpson and Tait described a salt-retain- 
ing hormone secreted by the adrenal cortex, refer- 
ring to it as “electrocortin.”!° In 1954, Reichstein 
announced the chemical structure of this hormone 
and named it “aldosterone.” 1! In 1950, Deming and 
Luetscher isolated a substance with similar properties 
from the urine of patients with nephrosis and con- 
gestive heart failure.® Aldosterone is 20 to 30 times 
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e An electrolyte-regulating corticoid has been 
identified and given the name aldosterone. This 
hormone may be produced in amounts above nor- 
mal in adrenal cortical tumors in hyperplastic 
adrenal glands and in normal appearing adrenal 
glands. Overproduction of aldosterone is accom- 
panied by certain characteristic clinical manifes- 
tations which should suggest the diagnosis. The 
diagnosis may be supported by examinations 
available in most well equipped clinical labora- 
tories. Bioassay of aldosterone in the urine and 
estimation of exchangeable body sodium and 
potassium, using radioactive salts, are necessary 
for confirmation of the diagnosis. 

Since the description of this salt-retaining hor- 
mone by Simpson and Tait and the discovery of 
its chemical structure by Reichstein in 1954, re- 
ports of 14 cases have been published. Surgical 
removal of the offending tissue gives spectacular 
relief frem the very distressing symptoms. 


as potent as desoxycorticosterone acetate (DOCA) in 
reducing sodium excretion and it is five times as 
active as DOCA in enhancing potassium excretion.? 
The mechanism which regulates the production of 
aldosterone is not known. The secretion of aldos- 
terone appears to be affected little by hypophysec- 
tomy and is not enhanced by the administration of 
corticotropin (AcTH).® The reverse is true of other 
corticoids. 


Certain clinical conditions that are characterized 
by pronounced edema have been shown to be ac- 
companied by increased excretion of aldosterone 
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in the urine. These conditions include nephrosis 
with edema,® congestive heart failure,’ decompen- 
sated hepatic cirrhosis,! and eclampsia.” Conn classi- 
fied these conditions as examples of secondary 
aldosteronism.*® Primary aldosteronism is a clinical 
syndrome which results from increased production 
and secretion of aldosterone by the adrenal cortex. 
This overproduction of salt-retaining corticoids may 
come from an adrenal cortical neoplasm or may 
come from the adrenal cortex of an hypertrophied 
adrenal gland or a normal-appearing gland. 

The clinical manifestations of primary aldosteron- 
ism as described by Conn include periodic severe 
muscular weakness, intermittent tetany, paresthesia, 
polyuria and polydipsia, hypertension, and absence 
of edema.* The laboratory findings are hypokalemia, 
hypernatremia, alkalosis, normal blood calcium, 
and a low ratio of sodium to potassium in sweat 
and saliva. There is also an increase in the exchange- 
able body sodium and a decrease in exchangeable 
body potassium. Pronounced resistance to potas- 
sium repletion by oral or parenteral administration 
of potassium is characteristic. Another feature is 
hyposthenuria that does not respond to Pitressin 
(beta-hypophamine). The excretion of aldosterone 
in the urine is increased. The urinary 17-ketoste- 
roids and the 17-hydroxycorticoids are normal and 
respond to corticotropin stimulation. 

The cortical adenomas that produce excessive salt- 
retaining corticoids show no histological character- 
istics which help to distinguish them from other 
cortical adenomas. The cells are large and resemble 
those of the adrenal cortex. The cytoplasm is vesic- 
ular and is laden with lipid, and the nuclei are small 
and vesicular. The cells usually resemble those of 
the zona fasciculata, but there may be some cells 
resembling the other zones. 

Conn described vacuolar changes in the renal 
tubular epithelium leading to focal necrosis and 
calcium deposit in some areas. He also noted a 
severe degree of renal arteriosclerosis in a biopsy 
specimen. 

Thirteen cases of primary aldosteronism are re- 
ferred to by Conn in a recent article, including one 
of the cases reviewed in this paper. The two cases 
here reviewed were studied by Crane and are being 
reported by him elsewhere.® In ten of the fourteen 
known cases, the patient was cured by removal of 
an adrenal cortical adenoma, and one was cured by 
bilateral adrenalectomy. The remaining three cases 
were recognized after an adrenal cortical adenoma 
was noted at autopsy. 

Following is a brief review of two patients with 
the disease who were treated at the White Memorial 


Hospital and Clinic during 1954 and 1955. 


Case 1. A 32-year-old white man was admitted to 
the White Memorial Hospital on November 21, 
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1954, with complaint of headaches and dry mouth 
of ten months’ duration. He had been told by a 
physician that he had high blood pressure. Drugs 
had been given for hypertension and for headache 
but neither was relieved. The patient had had two 
episodes of weakness and syncope with sweating 
within the previous four months. He had had spo- 
radic weakness of the arms or legs or both, lasting 
hours to two days, for the past four or five months. 
He complained of urinary frequency—urination one 
or two times at night and four to five times during 
the day. The volume of urine was greater at night, 
he thought, than during the day. There was no 
dysuria. The patient had been on a low sodium diet. 

Upon physical examination the patient was ob- 
served to be well-developed and well-nourished, in 
no distress, and appearing to be the stated age of 
32 years. The blood pressure was 190/120 mm. of 
mercury. A regular sinus rhythm and a grade three 
apical systolic murmur were noted on examination 
of the heart. The chest was clear. No masses or 
other abnormalities were noted in the abdomen. No 
significant abnormalities were’ noted in the neuro- 
logical examination. 

The specific gravity of the urine was 1.007. A 
phenolsulfonphthalein test was done and 55 per cent 
of the dye was returned in two hours. A urine con- 
centration test resulted in a specific gravity range 
from 1.010 to 1.027. The urine volume ratio was 
day :night as 2:3. At no time was albumin de- 
tected in the urine. The blood nonprotein nitro- 
gen was 37 mg. per 100 cc., the serum sodium was 
152 mEq. per liter, the serum potassium was 2.1 
mEq. per liter, and the carbon dioxide combining 
power of the serum was 40 mEq. per liter. The 
hemoglobin content and the erythrocyte count were 
within normal limits, as was the differential of 
leukocytes. 

A test with phentolamine was negative for pheo- 
chromocytoma. A sodium amytal test lowered the 
blood pressure from 200/120 mm. to 130/90 mm. 
of mercury, a decrease which was maintained for a 
two-hour period. 

On diagnosis of essential hypertension, a left 
thoracolumbar sympathectomy was done November 
23, 1954. 

On the second postoperative day the serum so- 
dium was 133 mEq. per liter, potassium 1.9 mEq. 
per liter, and calcium 9.1 mg. per 100 cc. Infrared 
recording of alveolar carbon dioxide was 47 mm. of 
mercury and the pH of arterial whole blood, deter- 
mined at the same time, was 7.57. Because of the 
hypernatremia, hypokalemia and alkalosis at the 
time of the initial examination, attention was di- 
rected to adrenal function. A 24-hour specimen of 
urine contained 17.2 mg. of total 17-ketosteroids and 
5.8 mg. of 17-hydroxycorticoids. Uropepsin excre- 
tion was 143 units in one hour. 

The patient was released from the hospital on 
December 3 with prescription of 1 gm. of potassium 
chloride four times a day. He was readmitted to the 
hospital December 14, 1954, with complaint of 
palpitation on the slightest exercise and dryness of 
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the mouth. He had stopped taking potassium chlo- 
ride two days before returning to the hospital. The 
blood pressure was 200/120 mm. of mercury and 
there was no change in the previously observed con- 
ditions on physical examination, nor significant 
change in results of blood examination or urin- 
alysis since the previous hospitalization. The serum 
sodium was 146 mEq. per liter, the potassium con- 
tent 2.1 mEq. per liter, and the carbon dioxide com- 
bining power was 40 mEq. per liter. A phentolamine 
test and a piperoxan test were negative for pheo- 
chromocytoma. The pulmonary carbon dioxide was 
48 mm. of mercury and the arterial blood pH 
was 7.52. 

On December 16, 25 mg. of corticotropin in 5 
per cent glucose in 1,000 ml. of water were given by 
vein over an eight-hour period. The total 17-keto- 
genic steroids excreted in the urine in 24 hours in- 
creased to 64.4 mg. from the previous value of 
5.8 mg. The circulating eosinophil count dropped 
from 699 per cu. mm. to 205, four hours after cor- 
ticotropin was given. The urinary uropepsin excre- 
tion rate was 107 units in one hour (normal range, 
15 to 40 units). On December 19, 1954, a right 
thoracolumbar sympathectomy was done and both 
adrenal glands were explored. The right adrenal 
gland appeared considerably enlarged. Approxi- 
mately 80 per cent of the gland was removed. The 
specimen measured 6 x 3 x 2 cm. In a cross-section, 
a firm yellow circumscribed nodule 1 cm. in diam- 
eter was observed. The microscopic diagnosis was 
benign cortical adenoma of the adrenal gland. 

On December 30, eleven days after adrenalectomy, 
the arterial blood pH was 7.48, the carbon dioxide 
combining power 32 mEq. per liter, serum sodium 
content 144 mEq. per liter, and serum potassium 
3.1 mEq. per liter. A month later the arterial pH 
was 7.41, the carbon dioxide combining power was 
28 mEq. per liter, the serum sodium 135 mEq., and 
serum potassium was 5.1 mEq. The urinary uro- 
pepsin was 30 units in one hour. 


All the previously noted symptoms and abnor- 
malities abated promptly following removal of the 
cortical adenoma of the adrenal, and the patient 
remained well thereafter. The blood pressure at the 
time the patient was discharged from the hospital 
was 148/108 mm. of mercury. On return visits it 
ranged from 110/60 to 120/70 mm. of mercury. 


Case 2. A 43-year-old white woman was admitted 
to the White Memorial Clinic February 17, 1955, 
with complaint of weakness of the lower extremities 
for four years and of the upper extremities for one 
month. The onset of the weakness had been gradual 
and it had spread from the legs to the thighs and 
then to the arms. On several occasions during the 
preceding two years the weakness had been so se- 
vere that the patient was unable to walk. Once she 
fell, causing minor injuries. The usual duration of 
an episode was one week, and the periods seemed 
to be getting longer. At no time was there paralysis. 
Dull aching and soreness in the muscles had been 
noted in the lower extremities, but pain in the arms 
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was minimal. During the preceding year the patient 
had had severe headaches which were relieved by 
vomiting. The headaches were not related to the 
episodes of weakness. There was a tendency for the 
ankles to swell toward the end of the day. At the 
age of 19 years the patient had been treated with 
iodine for goiter. For two years she had had hyper- 
tension but she believed that before that she had 
had low blood pressure. The patient said that she 
had had dry mouth and thirst for about six weeks 
before admittance and had been drinking 12 glasses 
of water daily. She urinated three to four times a 
night. 

Upon physical examination the patient was ob- 
served to be well-developed, well-nourished, in no 
distress and appearing to be the stated age. The 
blood pressure was 170/100 mm. of mercury. The 
heart rate was in regular sinus rhythm and there 
were no murmurs. The size of the heart was normal. 
No abnormalities were noted upon examination of 
the abdomen or upon neurological examination. 
Examination of the blood on admission to the clinic 
(and again nine months later on admission to the 
hospital) showed the hemoglobin content, hemato- 
crit, leukocyte content and differential of leukocytes 
all within normal limits. The specific gravity of the 
urine varied from 1.003 to 1.011 on five different 
visits. A concentration test gave a maximum specific 
gravity of 1.012. The dye return in a phenolsulfon- 
phthalein test for renal function was 70 per cent in 
two hours. The protein-bound iodine was 5.2 micro- 
grams per cent of serum. A phentolamine test was 
negative for pheochromocytoma. 

The patient was seen about every two weeks in 
the clinic until her admission to the hospital on 
November 29, 1955. During that time the blood 
pressure ranged from 170/100 mm. to 220/120 mm. 
of mercury. With potassium hydrochloride taken by 
mouth, there were no more episodes of weakness, 
and thirst was almost completely relieved. 


On eight specimens taken over a period of nine 
months the serum potassium averaged 3.2 mEq. per 
liter. The lowest was 2.7 mEq. and the highest 
4.4 mEq. On the same specimens the serum sodium 
ranged from 149 to 152 mEq. per liter. The average 
of seven determinations of sodium-potassium ratio 
in the saliva was 0.21. On a normal subject the 
ratio was 1.64. On stimulation by chewing paraffin 
there was no increase in the concentration of sodium 
in the sputum. The sodium-potassium ratio in the 
sweat was 0.69 on one occasion and 0.42 on another. 
The serum chloride was 109 mEq. per liter. The 
alveolar carbon dioxide was 37 mm. of mercury 
and the simultaneous arterial pH was 7.44. The 
serum carbon dioxide combining power was 25 
mEq. per liter. The exchangeable body sodium was 
46.4 mEq. per kilogram of body weight (normal 
range 35.7 to 41.6), and the exchangeable body 
potassium was 31.6 mEq. per kilogram (normal 
range 38.5 to 54.4). These determinations were 
made with radioactive sodium and potassium. 





The urinary excretion of 17-ketosteroids and 11- 
oxysteroids was normal and responded normally 
to stimulation with corticotropin. There was pro- 
nounced diuresis of water and sodium following the 
third day of corticotropin administration. On July 
11 a bioassay for aldosterone in the urine was done 
by Conn. He reported 100 microgram equivalents 
of desoxycorticosterone acetate in 24 hours, which is 
within the upper limits of normal. The result of a 
similar test on November 30 was 200 microgram 
equivalents in 24 hours. 

Uropepsin excretion was 20 units in one hour on 
one occasion and 42 units on another (normal range 
15 to 40 units in one hour). On November 30 the 
uropepsin excretion rate was 79 units in 24 hours 
and 106 units in 24 hours on two trials. 

On November 30, 1955, both adrenal glands were 
explored. The one on the right appeared normal. A 
mass 3 cm. in diameter was found attached to the 
left adrenal gland. The mass and three-fourths of 
the gland were removed. Biopsy specimens were 
taken from the left kidney and the liver. A portion 
of the rectus muscle was taken for chemical an- 
alysis. On subsequent chemical analysis of the 
muscle the sodium content was found to be 39.5 
mEq. per kilogram and the potassium was 42 mEq. 
per kilogram (normal, 31 and 93, respectively). 


About twelve hours after the operation the blood 
pressure dropped to 65/40 mm. of mercury. Lev- 
arterenol bitartrate, cortisone and 4 gm. of potas- 
sium chloride were given intravenously in one liter 
of 5 per cent dextrose in saline solution. The blood 
pressure rose to 132/96 mm. within one hour. Once 
more during the postoperative period the blood pres- 
sure dropped, this time to 80/50 mm. Again it re- 
sponded promptly to therapy and then fluctuated 
from 120/80 to 170/110 mm. until the day of dis- 
charge from the hospital when it was recorded as 
124/90 mm. The blood pressure thereafter remained 
within normal limits. 

During the week following the operation the ex- 
cretion of sodium was in excess of the intake, the 
sodium-potassium ratio in the saliva changed from 
0.21 before operation to 0.64 and the serum potas- 
sium returned to normal. At the time of the latest 
report, January 23, 1956, the serum potassium was 
5.1. There was no change in arterial pH, in alveolar 
carbon dioxide or in the carbon dioxide combining 
power of the serum, all of which had been within 
normal limits ever since the patient first came under 
observation. Before operation the maximum specific 
gravity of the urine during concentration tests was 
1.012. After removal of the tumor it rose to 1.020. 
At latest report on the uropepsin excretion rate 
(March 5) it was 15 units in one hour. 


The patient no longer complained of dry mouth, 
polydipsia and polyuria. Saliva flowed more copi- 
ously and the patient perspired more freely. She 
gradually regained strength and when last observed 
felt quite well. 
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Figure 1.—Section of tumor in Case 1, showing encase- 
ment in fibrous capsule. ( X 1.5) 


Figure 2.— Photomicrograph of section of tumor in 
Case 1. The cells resembled those of zona fasciculata in 
normal gland. ( X 200) 


DISCUSSION 


The clinical manifestations in these two patients 
were almost identical and were remarkably similar 
to those in the case reported by Conn. Both com- 
plained of headache, dry mouth, episodes of weak- 
ness, and polyuria. One patient had no edema, the 
other had minimal edema of the ankles at the end 
of the day. Both had hypertension with systolic 
pressures around 200 mm. of mercury. Serum potas- 
sium levels ranged from 2 to 3 mEq. per liter with 
an occasional finding higher. Serum sodium de- 
terminations were in the upper normal range or 
slightly higher. The urine volume was increased and 
the specific gravity was low in both, but in the first 
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Figure 3.—Sectioned surfaces of tumor in Case 2 show- 
ing thin-walled capsule and attachment to adrenal gland 
by narrow pedicle. ( X 1.5) 


case the specific gravity responded normally to the 
concentration test. In the second case the maximum 
specific gravity was 1.012 in the concentration test. 
The uropepsin excretion rate was increased in the 
first case, but in the second was normal on the first 
occasion and increased in a later test. There was 
metabolic alkalosis in the first case but not in the 
second. 

Under corticotropin stimulation the excretion of 
17-ketogenic steroids was increased. There was also 
a normal response in the total eosinophil count. The 
aldosterone excretion was not determined in the 
first case. Bioassay of urinary sodium retaining 
corticoids was done twice on the second patient. 
The first result was near the upper limit of normal, 
the second nearly twice normal. 

Determinations of total body sodium and potas- 
sium were done only in the second case. There was 
a definite increase in exchangeable body sodium 
and a decrease in exchangeable body potassium. 
There was also a lowering of the sodium-potassium 
ratio in the saliva and. sweat. There was an increase 
in sodium and a decrease in potassium in the 
muscle. 

The prompt return to normal of all the clinical 
manifestations and laboratory findings following 
removal of the tumors indicates that these tumors 
were producing a hormone which was the cause of 
the disturbances. 

The tumor in the first case was 1 cm. in diameter, 
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Figure 4.— Photomicrograph of section of tumor in 
Case 2. Cells bore striking resemblance to those seen in 
zona fasciculata. (< 200) 


Figure 5.—Photomicrograph of biopsy specimen taken 
from left kidney in Case 2. ( X 200) 


embedded within the adrenal gland and was well 
defined by a fibrous capsule. Arranged in small 
groups and columns, the cells were large with clear 
cytoplasm and distinct boundaries. They had dark 
nuclei which varied considerably in size. The cells 
resembled most closely those of the zona fasciculata 
of the normal adrenal gland (Figures 1 and 2). 
The tumor in the second case was 3 cm. in diam- 
eter and was attached to the adrenal by a narrow 
pedicle. It was covered by a thin capsule. The cut 
surface was yellow. The tumor cells were arranged 
in small groups separated by narrow fibrous septa. 
It was composed of large polyhedral cells with well 





defined cell boundaries. The cytoplasm was clear 
with large vacuoles. The nuclei were small and very 
uniform in size and staining characteristics. These 
cells bore a striking resemblance to those seen in the 
zona fasciculata (Figures 3 and 4). Figure 5 is a 
photomicrograph of the biopsy specimen from the 
left kidney in Case 2. 

Patients with symptoms of hypertension, muscle 
weakness, thirst and polyuria should be studied with 
special attention to mineral metabolism. Clinical 
laboratories are generally equipped to make deter- 
minations of sodium and potassium on blood serum, 
urine, sweat and saliva. Serum calcium should be 
determined to differentiate weakness due to hyper- 
calcemia. Tests for alkalosis should include carbon 
dioxide combining power and pH of arterial blood. 
To exclude respiratory alkalosis, alveolar carbon 
dioxide should be determined at the moment the 
arterial blood is drawn for the pH determination. 
Alveolar carbon dioxide can be easily determined 
with the infrared carbon dioxide analyzer which is 
available in pulmonary function laboratories. 

It is desirable to check on other functions of the 
adrenal gland in the laboratory study of these pa- 
tients. Urinary excretion of 17-ketosteroids and 11- 
oxysteroids and total eosinophil counts should be 
determined before and during the administration of 
50 mg. of corticotropin twice a day for five days. 
All urine should be collected for the 24-hour period 
preceding the administration of corticotropin and 
each 24-hour period during the test. There should 
be a drop in the eosinophil count within four hours 
and a pronounced increase in these steroids on the 
fifth or sixth day after starting the corticotropin. In 
aldosteronism, pronounced diuresis of sodium may 
occur. 

To rule out a pheochromocytoma as the cause of 
the hypertension, phentolamine, piperoxan hydro- 
chloride and sodium amytal tests may be helpful. 

For confirmation of the diagnosis of aldosteron- 
ism, bioassay of aldosterone in the urine can be 
done. It may be necessary to repeat this test if the 


first result falls in the normal range. The exchange- 
able body sodium and potassium can be determined, 
using radioactive sodium and potassium salts. An 
increase in the excretion of aldosterone in the urine 
and an increase in exchangeable body sodium with 
a decrease in exchangeable body potassium should 
be demonstrated before a diagnosis of aldosteron- 
ism is considered confirmed. 
312 North Boyle Street, Los Angeles 33. 
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Electrocardiograms and Vectorelectrocardiograms 


An Appraisal of Their Value in Subendocardial and in 


Transmural Myocardial Infarction 


JOHN C. TALBOT, M.D.,* RICHARD S. COSBY, M.D., DAVID C. LEVINSON, M.D., 
GEORGE C. GRIFFITH, M.D., and MARY MAYO, A.B., Los Angeles 


THE accuracy of the electrocardiogram in the diag- 
nosis of subendocardial and transmural myocardial 
infarction is well recognized. The use of three classi- 
cal leads, six precordial leads and three unipolar 
limb leads will ordinarily detect 90 per cent of such 
myocardial insults.® The purpose of this communica- 
tion is to compare the clinical and electrocardio- 
graphic features of 27 cases of transmural infarction 
and 24 cases of subendocardial infarction, with par- 
ticular emphasis on the value of vectorelectrocardi- 
ography. 

Subendocardial infarction (acute coronary insuffi- 
ciency) as defined by Master® is a relatively mild 
clinical entity characterized by chest pain of short 
duration, with ST segment depression and T wave 
inversion in the electrocardiogram. Pathologically, 
a small area of myocardial necrosis is generally 
present.? Transmural myocardial infarction, clini- 
cally more well defined than subendocardial infarc- 
tion shows abnormal Q waves and reciprocal ST 
deviation in the electrocardiogram. Vector methods 
(those of Simonson*) were chosen for this study 
because they permit quantitative expression of Q 
and T wave abnormalities. In anterior myocardial 
infarction, for example, the T vector shifts from its 
normal position to a degree proportional to the 
total area over which the T wave is inverted. Thus 
the change in the T vectors can be related to the 
extent of myocardial ischemia. In the same way, 
Q vector changes describe in a semiquantitative 
manner the area of myocardial necrosis. 

In Simonson’s method, a synthesis of the conven- 
tional 12-lead electrocardiogram is made by means 
of a simple mechanical device. The QRS and T com- 
plexes can each be represented by a single straight 
line in space, or mean spatial vector, having magni- 
tude and direction. In this presentation the discus- 
sion will be focused upon changes in the direction 
of the T vector. 

The clinical course in the 18 males and 6 females 
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e By vector methods quantitative differences can 
be shown to be present between subendocardial 
and transmural myocardial infarction. In acute 
transmural infarction the vector shift occurs later, 
the degree of shift is greater, the return to normal 
is later in time and an abnormal vector shift 
remains more frequently than in subendocardial 
infarction. In acute anteroseptal transmural in- 
farction the degree of vector shift was closely 
correlated with the severity of the acute illness. 


with subendocardial infarction was mild and no 
deaths occurred.! The attack was usually initiated 
by a short period of thoracic pain. In 17 of the 24 
patients no precipitating factor was evident; in six 
of the seven cases in which there was a precipitating 
factor, unusual effort preceeded the onset of acute 
pulmonary edema or mild congestive failure; the 
other patient had severe anemia. None of the pa- 
tients was in shock. Leukocytosis was evident in 
three-fifths of the cases. The average hospital stay 
was ten days. 


Of the 27 patients with transmural myocardial 
infarction, 20 were male, 7 female. Six patients de- 
veloped congestive failure while in the hospital; for 
them the average duration of the hospital stay was 
18 days. Leukocytosis was far higher in acute myo- 
cardial infarction, and there were four deaths in 
this group. In all cases the posthospital convales- 
cence was more prolonged than in subendocardial 
infarction. 


In subendocardial infarction the characteristic 
electrocardiographic abnormality was a depression 
of the ST segment accompanied by T wave inver- 
sion. These changes were most often seen in the 
precordial leads. The lesion was anterior in 18 of 
the 24 patients (anteroseptal in nine, anterolateral 
in eight and widespread anterior in one). Involve- 
ment of the lateral surface alone occurred in two 
patients; the lateral and posterior surface was af- 
fected in one case, and both the posterior and an- 
terior surfaces in three others. In transmural myo- 
cardial infarction the distribution of lesions was 
somewhat different; in 11 patients the lesion was 
primarily anterior and in eight primarily posterior. 
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Trans-mural Infarction 


Subendocardial Infarction 


Chart 1.—Vectors in anterolateral involvement. (Numbers indicate days after onset.) 


In one patient the lateral surface alone was involved, 
and four had involvement of both posterior and 
anterior surfaces. 

The qualitative differences between subendocar- 
dial and transmural infarction have been mentioned. 
These are: (1) The presence of abnormal Q waves 
in transmural infarction and their absence in sub- 
endocardial infarction; and (2) the presence of re- 
ciprocal ST deviation in acute myocardial infarc- 
tion. These two criteria, however, do not by any 
means describe the electrocardiographic differences 
clearly nor quantitatively. When the electrocardio- 
grams were analyzed by vector methods, it was 
found that changes in the QRS vector were minimal 
and quantitatively unimportant, but that changes in 
the T vector were significant and characteristic in 
the two conditions. 

In subendocardial infarction, the anterior sub- 
endocardial surface of the heart is the primary area 
involved. The electrocardiogram shows ST segment 
depression and T wave inversion early (during the 
first 48 hours) and the deepest T waves or lowest 
ST segments are usually present on the third to 
tenth day. Thereafter, the ST segment is less de- 
pressed and the T wave often returns toward or to 
normal, becoming stabilized in three to four weeks. 
Reciprocal ST changes are rare. It will be noted that 
these ST-T changes differ in time sequence from the 
classical changes of acute myocardial infarction. In 
transmural infarction, ST elevation is the rule, T 
wave inversion is greatest at about two weeks, and 
the T waves usually do not become upright or stabil- 
ized until the third or fourth month. Further, the 
inverted T waves in myocardial infarction are gen- 
erally deeper, and they extend over a wider area 
than those in subendocardial infarction. It is these 
semiquantitative differences which are best ex- 
pressed by vectorcardiographic methods. 

The T vector in subendocardial infarction changes 
direction during the first 48 hours, turning away 
from the injured area, and by the third to tenth day 
assumes a posterior direction when the anterior sur- 


TABLE 1.—Relation of Most Abnormal T Vector to Clinical Status 
in Anteroseptal and Posterior Myocardial Infarcts. 


ANTEROSEPTAL AND 
ANTERIOR INFARCTION 


Horizontal Severity of 
T Vector Attack 


—165 
—165 
—137 
—127 
—120 


POSTERIOR INFARCTION 


Vertical Severity of 
T Vector Attack 


Severe 150 Mild 
Severe 139 Severe 
Severe 135 Severe 
Severe 128 Severe 
Moderate 126 Moderate 
—115 Moderate 125 Moderate 
—108 Moderate 120 Severe 
—108 Mild 115 Severe 
— 70 Mild 105 Moderate 
105 Severe 


face of the heart is involved. During the next three 
to four weeks it returns to the normal anterior direc- 
tion as the T waves in the precordial leads rise to 
or toward the normal. By contrast the T vector in 
transmural infarction “turns” toward the posterior 
surface of the heart more slowly, does not reach its 
final position until the end of the second week, 
usually turns through a wider angle (deeper T waves 
in infarction), returns to or toward the normal 
more slowly, and finally returns to a completely nor- 
mal position less often than in subendocardial in- 
farction. In each case, vectorelectrocardiographic 
changes offer a concise and semiquantitative de- 
scription of the electrocardiogram. 

Chart 1 shows the T vectors in typical cases of 
anterolateral infarction, transmural and subendo- 
cardial. In subendocardial infarction, the T vector 
soon reaches its most abnormal position away from 
the injured area and returns toward the normal 
much earlier than in the case of transmural infarc- 
tion. Also, the maximum shift of the T vector is far 
greater in transmural infarction than in subendo- 
cardial. 

Table 1 relates the maximum T vector shift in 
the two largest groups with myocardial infarction 
to the severity of the clinical course. The severity of 
the attack in each case was evaluated independently 
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of any knowledge of the vector shift. There is almost 
perfect correlation between vector shift and severity 
of illness in the anteroseptal infarcts, but no cor- 
relation at all in the posterior group. In this small 
series, it would appear that the degree of vector 
shift is a rough measure of the area of involvement 
in the anteroseptal group. In posterior infarction, 
however, there is usually some extension onto one 
of the other surfaces of the heart, and the T vector 
shift is therefore a result of a combination of forces. 
In subendocardial infarction, the illness was usually 
too mild to permit any correlation with the T vector 
shift. 

In a review of the literature no report could be 
found of any careful autopsy study of the correla- 
tion between infarction size and number of abnor- 
mal precordial leads. The striking relationship be- 
tween severity of illness and extent of precordial 
lead T wave changes in the present small group of 
patients with anteroseptal infarct is therefore worthy 
of emphasis. , 

In the method used in this study, the complex T 
wave patterns of the multiple-lead electrocardiogram 
are replaced by a single vector. Changes in the T 
waves over the course of time are characterized by 
changes in the direction of this vector. In cases of 
transmural infarction and subendocardial infarc- 
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tion, salient differences between the two conditions 
have been pointed out. These differences are quan- 
titative, and relate to the time-course and degree of 
shift in the T vector. In subendocardial infarction 
the vector shift occurs earlier, the degree of shift is 
less, the vector reaches its most abnormal position 
sooner, returns to the normal more quickly, and 
achieves a normal position more frequently, than in 
transmural infarction. Finally, the degree of vector 
shift was found to be closely correlated with severity 
of the acute illness in a small series of patients with 
anteroseptal infarcts. 
1200 North State Street, Los Angeles 33 (Griffith). 
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Massive and Recurrent Hernias 


Use of Dermal Grafts in Carrying Out Repair 


J. ORDIE SHAFFER, M.D., Hayward 


FREQUENTLY in massive and recurrent hernias the 
tissues are so weakened and attenuated that some 
reinforcing material must be added for adequate re- 
pair. Various foreign materials such as bovine 
fascia, metallic plates and filigrees have been used, 
but an autogenous graft offers the advantages of 
continuing as an integral viable portion of the host. 
Dermis, whole skin and fascia have each been used 
for these autogenous grafts with varying success. 
Clinical and experimental studies have reported sev- 
eral advantages of grafts with dermis over grafts of 
other types, but the more widespread use of dermis 
has been delayed by technical difficulties in securing 
the dermis. The present report concerns two new 
techniques to facilitate obtaining dermal grafts, and 
additional experimental and clinical evaluation of 
the use of those techniques. 


Dermis was first introduced as a reinforcement 
for hernias in 1913 by Loewe,! and since then it 
has been used by a number of surgeons with gener- 
ally favorable results. However, the techniques of 
obtaining the dermis were inexact and time-consum- 
ing and this led Mair? * to introduce the use of 
whole skin in 1945. In the use of whole skin, Mair 
relied on the clinical observations of Rehn and Uih- 
lein that placement of a dermal graft under tension 
exerted an influence in preventing the development 
of cysts. Placement of the grafts under tension en- 
abled Mair and others to utilize whole skin with a 
minimum of difficulty but clinical evidence of the 
tissue reaction to whole skin was noted by Strahan® 
who in a series of 413 cases of whole skin grafts 
used in herniorrhaphy kept the patients on strict 
bed rest for three weeks because of “the consider- 
able reaction noted in most cases up to well’ over 
two weeks.” Preliminary removal of the superficial 
epidermis from the dermis obviates the slough of 
this layer, and its attendant reaction. In a previ- 
ously reported controlled experimental study® of a 
series of 25 dogs on the comparative merits of whole 
skin and dermal grafts in the repair of hernias, the 
appearance of gross cysts in implanted whole skin 
was reduced from 80 per cent when implanted with- 
out tension to 45 per cent when implanted with ten- 
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e Graft of dermis is clinically and experimentally 
superior to graft of whole skin for use as rein- 
forcement at the site of repair of hernia, for gross 
cysts do not form and it fuses better with the sur- 
rounding tissues than does whole skin. Placing 
either dermis or skin under tension helps prevent 
cyst formation and aids fusion with surrounding 
tissues. Dermal grafts are less liable to infection 
than are whole skin grafts, either at the time of 
operation or later. : 

A split-split flap dermatome technique is pre- 
sented as a preferred technique for obtaining a 
dermal graft from the thigh in cases of ventral 
hernia in which the abdominal skin is stretched, 
attenuated and inelastic because of the massive 
size of the hernia. This technique was used in 27 
cases of massive hernia. There was infection in 
one case of the 27 and subsequent healing was 
satisfactory. One patient died of spontaneous 
rupture of an intracranial carotid aneurysm. 
Hernia did not recur in any patient. 

A split-split free graft dermatome technique is 
presented for use in cases in which an elliptical 
segment of normal skin can be removed adjacent 
to an inguinal or thoracic incision for repair of 
a hernia or other use. This technique was used in 
seven cases of inguinal hernia and in one of dia- 
phragmatic hernia with satisfactory results. 


sion. The implantation of dermal grafts in the same 
animals produced no gross cysts, but in 40 per cent 
of dermal grafts without tension, minute cysts were 
observed on microscopic study of the grafts. Thus 
the importance of tension is clearly shown, as is the 
superiority of dermis over whole skin. Another im- 
portant finding of the study was the frequent occur- 
rence of nonunion of the whole skin with adjacent 
tissue due to the sequestration of the superficial 
epithelium, as contrasted to the firm fusion which 
rapidly occurred between dermal grafts and sur- 
rounding tissues. 

During the previous study it was noted that with 
nonunion there was also necrosis of the tissues in 
a proportionate degree. This was borne out in an- 
other study in which cultures were taken of im- 
planted dermal and whole skin grafts. A series of 
ten large nonpregnant mongrel dogs was used and 
a graft of different type was placed in each of the 
four abdominal quadrants of the animals. Dermal 
grafts, one with and one without tension, were 
placed in two of the quadrants and whole skin grafts 
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also with and without tension in the other two quad- 
rants. Cultures were then taken under sterile condi- 
tions after varying intervals of from one to five 
months. In the first five dogs an incision was simply 
made across the center of each graft and sterile 
swabs were drawn across each site. Both aerobic 
and anaerobic cultures were made. In each instance, 
if the graft had completely fused, the cultures were 
sterile, but with the presence of gross necrosis or 
cyst formation there was invariably a mixed bac- 
terial growth on cultures. All the dermal grafts im- 
planted with tension were sterile on culture. Six of 
the ten dermal grafts without tension were sterile. 
Only two of the ten whole skin grafts under tension 
and none of the whole skin grafts sutured without 
tension were sterile. In the last five dogs, small 
pieces of each of the grafts were removed for bi- 
opsy under sterile conditions and were weighed in 
autoclaved vials. The specimens were then crushed 
and ground with a sterile glass rod in a beef broth 
culture with washed and autoclaved ‘sand in the 
bottom to aid in the grinding. Transfers were then 
made to culture plates. Although the whole skin 
implanted without tension appeared grossly to have 
the greatest infection, no quantitative statistical con- 
firmation of this was accomplished by this means. 
However, the dermal graft implanted under tension 
was the only one of the four grafts in which there 
was no infection. Upon examination of the abdom- 
inal wall of the animals four months after implan- 
tation of the grafts, intimate fusion of the dermal 
grafts implanted under tension was noted, but the 
dermal grafts implanted without tension were less 
firmly fused. The whole skin grafts, both with and 
without tension, had incomplete fusion and cultures 
of material from both types had bacterial growth. 


To test the initial bacterial status of dermis and 
surgically prepared whole skin, five specimens of 
fresh unimplanted dermis were ground with aseptic 
precautions and four of these were sterile to culture. 
There was mixed bacterial growth on the fifth. With 
whole skin which was prepared by a three-minute 
application of tincture of green soap, followed by 
alcohol, ether, tincture of zephiran and finally a sec- 
ond application of ether to remove all the antiseptic 
materials, all five specimens gave a positive mixed 
culture. From the foregoing it was concluded that 
dermis has a high percentage of initial sterility and 
appears to maintain this sterility especially when 
implanted with tension which aids early fusion to 
the surrounding tissues, and that whole skin was 
unsterile in spite of thorough surgical preparation. 
When implanted with tension, some of the whole 
skin grafts fused and apparently all bacteria were 
assimilated. However, the occurrence of necrosis of 
the epidermis and formation of cysts, especially in 
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those implanted without tension, predisposed to a 
high incidence and frequent recurrence of bacterial 
growth. When biopsy of five human dermal grafts 
implanted under tension was carried out at various 
intervals of from one day to 34 months after the 
graft was done, no cysts were noted in any of the 
cases and even 34 months later the dermal graft was 
present as a viable part of the surrounding tissues 
with a good supply of blood. Studies of tension of 
fresh human dermis as well as that obtained on the 
eleventh postoperative day revealed that the dermis 
maintains a high degree of multidirectional strength, 
whereas human fascia is only strong in one plane 
and is inferior to dermis even in this plane. Tension- 
metric studies revealed that 90 per cent of the 
strength of skin lies in the dermis. Hence, removal 
of the superficial epidermis does not much impair 
the strength of the tissue. (In nonmedical fields the 
dermis—leather—finds a greater application than 
either whole skin or fascia because of these same 
inherent properties. ) 


The previously cited advantages of dermis are 
believed by some investigators to be at least par- 
tially offset by the greater ease with which whole 
skin is obtained. However, dermal grafts can be 
obtained with a minimum of difficulty. The original 
technique of Loewe was to remove the full thickness 
skin with a scalpel, and then to scrape off the super- 
ficial epithelium with a sharp instrument much as 
a housewife cleans a carrot. This technique was not 
entirely satisfactory, as it gave a dermal graft which 
had very irregular upper and lower surfaces. An 
improvement was reported by Rehn* in 1914: He 
removed a Thiersch graft prior to removing the 
dermal graft from the underlying site with a scalpel. 
In 1939 Uihlein® reported Rehn’s further modifica- 
tion in which the dermis was cut from a portion of 
the excised redundant skin. This technique elimi- 
nates the closure of a secondary donor site but is 
not often .useful in a ventral hernia, for the skin is 
frequently thinned, atrophic, and inelastic over the 
hernia site. In 1943 Swenson and Harkins’ reported 
the use of a dermatome to remove the epidermis 
following which the dermis was excised with a knife, 
and subsequently Harkins used Zintel’s® method of 
resplitting a free skin graft to remove the super- 
ficial epithelium. 

The first of the two techniques herein reported 
leaves an attached superficial epithelial skin flap 
which facilitates resuturing it to the donor site as 
compared with the detached graft technique. The 
second technique can be used if the skin appears 
normal in the area of incision. In this instance a 
free graft splitting technique is used. With each of 
these two techniques a uniform graft is obtained, 
with both surfaces smooth and regular. 
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Figure 1.—Split-split flap dermatome technique. Dermis 
(D) being held up after separation from the subcutaneous 
fat (F) by the first cut, and from the epidermis (E) by 
the second cut. 


SPLIT-SPLIT FLAP DERMAL GRAFT TECHNIQUE 


No elaborate preoperative preparation of the 
donor site on the thigh is done. The area is shaved, 
and immediately before operation the skin is washed 
with soap and water for three minutes. Then alco- 
hol, ether and tincture of zephiran are applied. 
Ether is then used a second time to remove the 
zephiran. The drum is cleansed with ether and the 
blade is set at 34 thousandths of an inch from the 
drum for an adult and 22 thousandths of an inch 
for a child. Glue is applied to both the dermatome 
and the donor site and permitted to dry for five 
minutes. An important point in this regard is to 
apply glue on the leading edge of the drum so that 
when the drum is placed in contact with the donor 
site, skin will overlap the edge. This position is held 
for one minute before making the initial incision 
which separates the deep surface of the dermis from 
the subcutaneous fat. The blade is then drawn back 
to within one-fourth inch of the starting point, with 
care taken not to draw the blade back over the start- 
ing edge of the flap. The knife is then lowered to 
10 thousandths of an inch from the drum for chil- 
dren and to 12 thousandths for adults, and a second 
cut is made (split-split) separating the upper por- 
tion of the dermis from the superficial epidermis as 
shown in the inset of Figure 1. The base of the der- 
mal flap is then cut off (as depicted by the dotted. 
line in the same figure). A warm moist saline pack 
is placed over the subcutaneous fat to control bleed- 
ing. The superficial epithelium which is still attached 
to the thigh is then replaced in position and the 
remaining three sides of the flap then resutured with 
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Figure 2.—Technique of repair of massive abdominal 
hernia with first suture line being closure of hernial ring 
from inside the sac. Second suture line is the approximated 
peritoneal edges of the sac. Third suture line is formed 
by the dermal graft with sutures over the surface as 
shown in the inset. 


Figure 3.—Elliptical segment of skin adjacent to old 
herniorrhaphy incision is excised to obtain a source of 
dermis for repair of recurrent hernia (inset). Deep layer 
of skin is separated from subcutaneous fat by sharp dis- 
section. 


interrupted 0000 silk, and ointment gauze, sterile 
fluffs and an elastoplast pressure dressing are ap- 
plied. 

The dermal graft obtained by this technique is 
uniform in thickness and smooth on both surfaces. 
It is used as a reinforcement of a previously exe- 
cuted herniorrhaphy in which the simple repair is 
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Figure 4.—Split-split free dermal graft technique. The 
skin ellipse has been separated into subcutaneous fat (F), 
dermis (D) and epidermis (E) by the two cuts. 


not thought to be adequate by itself. In massive 
ventral hernias an elliptical incision is made, excis- 
ing the old scar and excess skin. The lateral skin 
flaps are freed, exposing the fascia, which is dis- 
sected clear for at least one inch surrounding the 
hernial ring. The sac is opened and the contents are 
freed and reduced. The abdominal wall layers sur- 
rounding the hernial ring are frequently fused into 
a thin layer and any attempt to separate them for 
a closure in layers is unsatisfactory and further 
weakens the area. Hence, the closure is done in one 
layer from inside the sac with interrupted silk. This 
first suture line (Figure 2) includes the hernial ring 
and the inner surface of peritoneum. The excess sac 
is removed and approximation of the peritoneal 
edges constitutes the second suture line. The dermal 
graft is then placed over the closure and at least one 
inch of surrounding fascia and sutured under ten- 
sion, using interrupted nonabsorbable sutures. Addi- 
tional interrupted sutures are placed through the 
surface of the graft to aid in approximation to 
underlying tissues. The graft then (Figure 2, inset) 
represents the third suture line. The subcutaneous 
tissues are sutured down to the graft to obliterate 
all dead space. Sterile compressions dressings are 
applied to the abdomen to complete the operation. 

This technique was used in 27 cases of massive 
hernia and the patients have been observed for vary- 
ing intervals up to five years. In all these cases the 
ring was at least 4 cm. in circumference and the 
capacity of the sac was 500 cc. or more. Five were 
ventral (incisional) hernias, ten inguinal hernias, 
one congenital ventral hernia (omphalocele) and 
one diaphragmatic hernia. The one infection in the 
series occurred after a small subcutaneous seroma 
was mistakenly treated by partially reopening the 
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RECTUS RELAXING 
INCISION 


INVERSION OF 
TRANSVERSALIS 
FASCIA 


Figure 5.—A relaxing incision is made in the rectus 
fascia near the junction of the internal oblique to the 
external oblique and the transversalis is inverted and 
sutured up to the internal inguinal ring. 


incision instead of aspirating the fluid. Subsequent 
healing was satisfactory. One patient died of spon- 
taneous rupture of an aneurysm of the internal 
carotid artery on the eleventh day after operation. 
There were no recurrences of hernia in the series. 


SPLIT-SPLIT FREE DERMAL GRAFT TECHNIQUE 


For large recurrent direct inguinal hernias, an 
elliptical skin segment of normal skin can usually 
be excised adjacent to the old incision, and a der- 
mal graft then is obtained from this segment by the 
split-split free dermal graft technique. This tech- 
nique can also be used to obtain a dermal graft at 
other sites where the skin is grossly normal. In the 
inguinal area the skin ellipse is cut from the sub- 
cutaneous fat as shown in Figure 3. Glue is then 
applied to the superficial surface of the skin ellipse 
and to the dermatome. The skin is applied to the 
dermatome and the initial incision is made at a 
depth of 40 one-thousandths of an inch. The blade is 
then drawn back and lowered to 12 one-thousandths 
of an inch from the drum prior to the second cut. 
The skin ellipse has therefore been split into sub- 
cutaneous fat, dermis and epidermis as shown in 
Figure 4. 

The dermal graft is used as a reinforcement of a 
Cooper ligament hernia repair. A relaxing incision 
is made in the rectus fascia near the junction of the 
internal oblique to the external oblique and the 
transversalis is inverted and sutured as shown in 
Figure 5. The “conjoined tendon” is then sutured 
down to Cooper’s ligament up to the femoral vein 
and lateral to this to the inguinal ligament, as shown 
in Figure 6. The next step is to suture the dermal 
graft to the pubic tubercle, the rectus and internal 
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Figure 6—The “conjoined tendon” is sutured down to 
Cooper’s ligament up to the femoral vein and lateral to 
this to the inguinal ligament. 


EXTERNAL OBLIQUE 


+ 


INGUINAL - 
LIGAMENT 


‘Figure 7.—Dermal graft shown sutured under tension 
to the pubic tubercle medially, the rectus and internal 
oblique fascia superiorly, and the inguinal ligament in- 
feriorly. Multiple stitches over the surface assure approxi- 
mation to underlying tissues. The cord emerges subcu- 
taneously, through an incision at the upper end of the 
graft. The aponeurosis of the external oblique is then 
approximated over the dermal graft, with the cord remain- 
ing subcutaneous. 


oblique fascia and the inguinal ligament, with the 
cord lying superficial to the graft. An incision is 
made near the upper end of the graft for emergence 
of the cord from the external ring, and the two ends 


of the graft are then reapproximated about the cord 
so as to fit snugly but not strangle the cord. Mul- 
tiple stitches are then placed over the surface of the 
graft to assure a firm approximation to the under- 
lying tissues as shown in Figure 7. After that, the 
aponeurosis of the external oblique is approximated 
over the dermal graft and the cord is brought out 
subcutaneously as in the Halsted herniorrhaphy. 

This technique was used in seven cases. The pe- 
riod of observation after operation was from two to 
three years and the results were satisfactory. 

A similar dermal graft technique was used in a 
paraesophageal diaphragmatic hernia in which the 
diaphragm was thinned and weakened adjacent to 
the hernia site. The dermal graft used for reinforce- 
ment was obtained by this technique from an ellip- 
tical segment of skin adjacent to the thoracotomy 
incision. The results were satisfactory when the pa- 
tient was observed four months after operation. This 
same technique has been ‘used to prepare dermal 
grafts for other purposes, including animal experi- 
mental work; it is useful in preparing dermis for 
any of the variety of uses for which it is suited. 

404 McKeever Avenue, Hayward. 
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Clinical Recognition of Chronic Pyelonephritis 


As A RESULT of the studies of Weiss and Parker'® 
and others,!?:1315 chronic pyelonephritis has been 
recognized by most authorities as an important 
cause of the. clinical syndrome of chronic Bright’s 
disease, with renal insufficiency, albuminuria and, 
in certain cases, hypertensive vascular disease. It 
has been noted that this disease may progress to 
an advanced stage in the absence of any recogniz- 
able episode of urinary tract infection, and that in 
the advanced stage it frequently cannot be readily 
differentiated on the basis of examination of the 
urine from other diseases causing chronic renal 
insufficiency.!*!5 Hence it is conceivable that many 
cases go unrecognized for long periods and that 
renal abnormalities, when noted, may be attributed 
to other forms of renal disease, especially chronic 
glomerulonephritis and nephrosclerosis. 


Identification of pyelonephritis, especially in the 
early stages, would be of value for several reasons. 
First, a subacute or early chronic case might be 
recognized and treated before it reached an irre- 
versible and progressive stage. (The optimum pro- 
gram of specific therapy, assuming that sources 
of urinary stasis and other predisposing causes are 
controlled, has yet to be worked out; it might in 
some cases resemble that required for the cure of 
bacterial endocarditis. In other cases, where per- 
manent anatomic changes are too far advanced to 
permit healing, periodic specific therapy might de- 
lay the progress of the disease. ) 


Second, in cases in which the clinical findings are 
most prominently those of hypertensive vascular 
disease, it would be worth while to determine how 
the presence of underlying pyelonephritis might 
modify the course of the hypertension and the re- 
sponse to medical and surgical hypotensive therapy, 
in comparison with cases of essential hypertension. 
It may be that the tests performed in the usual 
pretreatment survey of a hypertensive patient are 
inadequate to discover all cases of primary renal 
disease. Furthermore, when renal abnormalities are 
found, the assumption is often made that the hyper- 
tension is the primary disease and the renal changes 
are secondary. Diagnosis is especially difficult in 
patients with “healed” pyelonephritis, who, as Weiss 
and Parker’® observed, may go on to develop hyper- 
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e In five cases of chronic pyelonephritis herein 
described, fulfilling the pathologic criteria es- 
tablished by Weiss and Parker, the diagnosis was 
not established until autopsy or until the patient 
had reached a terminal uremic state. 

Improvement in the clinical recognition of 
pyelonephritis at all stages would be of value in 
improving the results of specific therapy, in 
clarifying the relation of pyelonephritis to hy- 
pertension, and in establishing what conditions, 
in addition to urinary stasis, may predispose to 
pyelonephritis. 

The clinical situations in which pyelonephritis 
should be suspected are discussed, and diagnostic 
criteria based upon examination of the urine, 
pyelograms, renal function studies, and renal 
biopsy are described and their limitations dis- 
cussed. 


tension and renal impairment despite apparent heal- 
ing of the renal inflammatory process. 

Smithwick and Castleman,” in reporting condi- 
tions observed on renal biopsy in cases of hyper- 
tension in which sympathectomy was done, men- 
tioned that changes associated with chronic pyelo- 
nephritis were present in a few cases. However, it is 
recognized that such sections may not be repre- 
sentative of the whole kidney. Saphir and Taylor,'® 
using the criteria set forth by Weiss and Parker, 
concluded that there was evidence of a significant 
degree of chronic pyelonephritis in the overwhelm- 
ing majority of cases of malignant hypertension 
studied at autopsy. Because of the insidious onset 
in these cases, they used the term “pyelonephritis 
lenta” to distinguish cases of this type from the 
more readily recognized “destructive pyelonephri- 
tis.” Weiss and Parker'® and Platt and Davson'® 
considered chronic pyelonephritis to be a frequent 
cause of the syndrome of malignant hypertension, 
although not in such preponderance as reported by 
Saphir and Taylor. Bell,’ on the other hand, reached 
the conclusion that, in the absence of complica- 
tions, pyelonephritis was only infrequently asso- 
ciated with hypertension. 

Third, although the importance of urinary tract 
stasis in the development of acute and chronic pyelo- 
nephritis has been well demonstrated, the question 
as to whether there are important systemic predis- 
posing conditions has not been intensively explored. 
For example, the fact that certain forms of chemical 
injury to the kidney may predispose to pyeloneph- 
ritis is suggested by the fact that the pathologic 





changes of chronic pyelonephritis have been found 
in cases of azotemia associated with prolonged in- 
take of calcium and alkali® and in cases of so-called 
gouty nephritis.? In such conditions, more active 
investigation might be made for evidence of pyelo- 
nephritis so that treatment might be given when 
necessary. 

The difficulties involved in the clinical recogni- 
tion of chronic pyelonephritis are reflected in the 
cases described in following paragraphs. The pa- 
tients were adult males who died in renal insuffi- 
ciency and in whom the diagnosis of chronic pyelo- 
nephritis was substantiated at autopsy using the 
criteria of Weiss and Parker.'® Urinary stasis was 
not a prominent feature. Bilateral disease was pres- 
ent. The cases were selected as typical examples 
from a larger group in which there were similar 
findings. 

The criteria of healed pyelonephritis include the 
presence of colloid casts in the tubules, infiltration 
of intertubular tissue with lymphocytes and plasma 
cells, periglomerular fibrosis and inflammation of 
the pelvis and renal capsule. In the presence of 
pyelonephritic activity, there may be polymorpho- 
nuclear leukocytes in the tubules and _ interstitial 
tissue, and sometimes abscess formation.!® 

Vascular and glomerular changes when present 
are most intense in the areas of scarring. Glomeru- 
lonephritis is ruled out by the presence of many 
normal glomeruli. 


REPORTS OF CASES 


Case 1. A 44-year-old man was hospitalized on 
February 3, 1949. He was known to have had hyper- 
tension since 1944. For six months he had had 
dizziness, headache and blurred vision; for three 
months dyspnea, weakness and edema at the ankles; 
for two weeks nocturia. He had formerly been very 
obese. He had had gonorrhea. 

On physical examination the patient appeared 
dyspneic and acutely ill. The blood pressure was 
230/160 mm. of mercury. Grade 4 retinopathic 
changes were present in the optic fundi. The heart 
was enlarged to the left. There was a Grade 2 
systolic murmur, and a gallop rhythm was tran- 
siently heard. Rales were present at both lung bases. 
The liver was palpable two fingerbreadths below the 
costal margin. There was three plus edema at the 
ankles. 

The hemoglobin value was 58 per cent of normal 
and erythrocytes numbered 3.1 million per cu. mm. 
Specific gravity of the urine ranged between 1.003 
and 1.013; albumin content ranged between a trace 
and four plus; there were 15 to 20 leukocytes and 
5 to 10 erythrocytes per high power field, and 
occasional granular casts were seen. The blood urea 
nitrogen was 18 mg. per 100 cc. at the time the 
patient was admitted to hospital, and a few weeks 
later it was 28 mg. and the creatinine content was 2.2 
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mg. per 100 cc. An electrocardiogram showed left 
ventricular hypertrophy. Generalized cardiac en- 
largement was observed in an x-ray film of the chest. 
Only partial visualization was obtained by an intra- 
venous pyelogram but no abnormality was seen in 
the visualized part. 

The patient was treated with bed rest, sodium 
restriction, diuretics and sedatives. On April 8, 
1949, right transpleural thoracolumbar sympathec- 
tomy was done. Several blood transfusions were 
administered. Postoperative blood pressure averaged 
around 180/120 mm. of mercury. Gradually con- 
gestive failure increased, and minor convulsive 
movements, weakness and lethargy developed. The 
spinal fluid pressure was found to be elevated. By 
May 4, the blood urea nitrogen had risen to 84 mg. 
per 100 cc. (creatinine 7 mg. per 100 cc.). The 
patient became comatose, uremic frost developed, 
and death occurred on May 8, 1949. The final 
clinical diagnosis was essential hypertension, severe, 
with renal insufficiency. 

The kidneys weighed 300 gm. and were of equal 
size. The capsule was adherent. Upon microscopic 
examination the following changes were observed in 
over 80 per cent of areas examined; flattened 
tubular epithelium with colloid casts in their lumina; 
dilatation of tubules; parenchymal atrophy with 
fibrosis and lymphocytic infiltration of interstitial tis- 
sues; and, in the tufts of some glomeruli, swelling 
and cellular proliferation, with foci of necrosis. 
Arterioles, especially in areas of scarring, showed 
hyperplastic lamellar collagen concentric thicken- 
ing and fibrinoid necrosis. No anatomic changes of 
the excretory urogenital tract, seminal vesicles or 
prostate were observed. There was generalized sys- 
temic visceral arteriosclerosis, and the heart was 
hypertrophied and dilated. 

Comment: The patient entered with progressive 
“malignant hypertension.” He was considered to 
have nephrosclerosis secondary to essential hyper- 
tension. The anemia present upon admission sug- 
gests, however, that renal disease may have been 
present for some time. Closer study of the patient 
before the disease entered a malignant phase would 
have been most helpful in clarifying the relation- 
ship of the renal disease and hypertension. The 
pathologic findings are consistent with those de- 
scribed by Weiss and Parker in “healed” pyeloneph- 
ritis and by Saphir and Taylor in “pyelonephritis 
lenta.””® 


Case 2. A 23-year-old airman, admitted to hos- 
pital July 21, 1953, had been in good health until 
six months before, when a sore throat developed 
and was followed by malaise, fatigue, loss of weight 
and puffiness of the eyes. A few months later noc- 
turia developed. One week before admission pro- 
nounced weakness, dyspnea, nausea and vomiting 
began. There was a history of some exposure to 
carbon tetrachloride during the preceding year. 

On physical examination the patient appeared 
acutely ill. Respirations were rapid and labored and 
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the blood pressure was 160/96 mm. of mercury. 
The optic fundi showed Grade 2 retinopathic 
changes. The heart was enlarged and there was a 
friction rub. One plus edema of the ankles was 
noted. 

The hemoglobin content was 5.8 gm. per 100 cc. 
of blood and erythrocytes numbered 1.7 million per 
cu. mm. Packed cell volume was 16 per cent of 
the whole blood. Leukocytes numbered 13,000 per 
cu. mm.—90 per cent polymorphonuclear cells. 
Urinalysis showed specific gravity between 1.005 
and 1.008; reaction for albumin four plus; many 
erythrocytes and leukocytes. The blood urea nitro- 
gen was 148 mg. per 100 cc. (creatinine 23 mg. 
per 100 cc.) The carbon dioxide combining power 
was 5.6 mEq. per liter, serum sodium was 130 
mEq. per liter, serum calcium 4.6 mg. per 100 cc., 
and serum potassium 6.7 mEq. per liter. The electro- 
cardiogram was compatible with hypocalcemia and 
hyperkalemia. Pronounced cardiac enlargement was 
noted in an x-ray film of the chest. 

The patient continued to be gravely, ill, had oc- 
casional tetany and excreted about 1,000 cc. of 
urine daily. He was given digitalis, measured 
amounts of fluids parenterally, and calcium intra- 
venously. He improved temporarily, then he be- 
came comatose and died. The final clinical diagnosis 
was chronic glomerulonephritis. 

On postmortem examination, each kidney weighed 
35 gm. The renal surfaces were delicately granular 
and scarred. There was widespread fibrosis and 
chronic inflammatory reaction, almost totally ob- 
literating normal structures. Many glomeruli were 
obliterated and sclerotic; some showed congested 
capillaries and epithelial and endothelial prolifera- 
tion; many showed periglomerular lamellated fi- 
brosis, while many were normal. The remaining 
tubules were either dilated or atrophic; many were 
filled with colloid casts and showed flattened epi- 
thelium; many were filled with pus cells. The renal 
pelves were not dilated and showed submucosal 
fibrosis and inflammation. Other anatomic findings 
were myocardial hypertrophy, pleural and _peri- 
cardial effusion and ascites, and pseudomembranous 
ulcerative colitis. 

Comment: The remarkable feature of this case 
was that the symptoms were mild and indefinite and 
did not attract medical attention until the terminal 
uremic phase of the disease. The clinical history 
was somewhat suggestive of glomerular nephritis 
with a subacute course. Here again, knowledge of 
the clinical findings in the early stages would have 
been informative, because early recognition and 
treatment of cases of this type would appear to be 
a matter of considerable urgency. 

Case 3. The patient, a 23-year-old man was hos- 
pitalized for the final time on August 13, 1953. In 
1945 he was discharged from military service be- 
cause of the finding of albuminuria and hyper- 
tension. He had nocturia dating from about that 
time. He had had circumcision because of phimosis 
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while he was in the service. In 1952 headaches, 
vomiting and fatigue developed and the patient was 
hospitalized for the first time. Upon physical ex- 
amination at that time the blood pressure was 
noted to be 180/130 mm. of mercury, and Grade 2 
retinopathic changes were noted. The hemoglobin 
was 13.4 gm. per 100 cc. of blood and the hemato- 
crit was 35 per cent. Urinalysis showed specific 
gravity of 1.012, albumin one plus, 3 to 7 leuko- 
cytes and 0 to 1 erythrocytes per high power field. 
The blood urea nitrogen was 76 mg. per 100 ce. 
and the creatinine 7.3 mg. per 100 cc. The patient 
was treated with protein restriction and bed rest 
and was discharged improved in about one month. 
He returned in seven months with recurrence of 
symptoms. The physical findings were similar to 
those previously noted. The hemoglobin was 9.1 
gm. per 100 cc. and the hematocrit 27 per cent. 
The blood urea nitrogen was 96 mg. per 100 cc. 
The results of examination were about as before. 
Serum calcium was 6.4 mg. per 100 cc. and the 
phosphorus content 8.9 mg. per 100 cc. Carbon 
dioxide combining power was 21 mEq. per liter. 
The patient was given calcium and alkali intra- 
venously, blood transfusions and later basic alumi- 
num carbonate gel (Basaljel®). He was discharged 
somewhat improved. 

When admitted to hospital for the final time the 
patient had recurrence of the previous symptoms 
and, in addition, muscle cramps and paresthesias. 
The blood pressure was 180/124 mm. of mercury. 
Grade 3 retinopathic changes were present. The 
heart was enlarged. The hemoglobin was 6.1 mg. 
per 100 cc. and the hematocrit 17 per cent. The 
blood urea nitrogen was 126 mg. per 100 ce. 

The quantitative urine protein content had ranged 
from 3.0 to 9.6 gm. in 24 hours over these several 
admissions and Addis counts had showed 1 to 5 
leukocytes, 0 to 10 erythrocytes and 0 to 3 casts, 
granular and hyaline. The condition of the patient 
deteriorated progressively on the final admission 
and he died September 19, 1953. The final diagnosis 


was chronic glomerulonephritis. 


On postmortem examination, the left kidney 
weighed 50 gm. and the right 75 gm. The capsule 
was adherent and there were depressed flat scars 
on the surface. The calyces and pelves were dilated. 
There was extensive interstitial inflammation and 
fibrosis. The remaining tubules were either dilated 
or atrophic. In a few there were colloid casts. Many 
glomeruli showed cellular proliferation of their 
loops, adhesions between sclerotic tufts, and epi- 
thelial lamellar capsular crescents. Many glomeruli 
were normal. Moderate hyperplastic renal arterio- 
sclerosis and arteriolosclerosis were noted. There 
was marked submucosal inflammation and fibrosis 
of the renal pelves. The proximal ureters were 
mildly. dilated. The heart was enlarged. 


Comment: This case was assumed to be one of 
chronic glomerulonephritis, and it is certainly true 
that, in a case of this type, where the entire renal 
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structure is severely involved, the distinction be- 
tween glomerulonephritis and pyelonephritis is not 
readily made. Such a case might be studied more 
closely, however, prior to the terminal stages, for 
evidence of pyelonephritis, especially where there 
is not a definite history of glomerulonephritis. The 
presence of phimosis could conceivably have pre- 
disposed to the development of urinary tract in- 
fection. 


Case 4. A 36-year-old man was hospitalized for the” 
final time on July 12, 1950. Some nine years pre- 
viously the gallbladder had been removed because 
of recurring episodes of right upper quadrant ab- 
dominal pain. Nocturia developed after the opera- 
tion and never completely disappeared. In 1942 the 
patient was treated successfully for gonorrhea. 
In 1942 he had pain in the right upper quad- 
rant of the abdomen, and fever. Attacks of this type 
recurred thereafter, sometimes associated with jaun- 
dice. In 1943 pain and swelling in the right ankle 
developed. It recurred later and other joints also 
were affected. In 1945 the patient was hospitalized 
because of pain in the right upper quadrant of the 
abdomen, chills and diarrhea. At that time the 
blood pressure was 134/96 mm. of mercury and 
the temperature was 100° F. No abnormalities were 
noted upon examination of the abdomen. The hemo- 
globin value was 63 per cent and erythrocytes num- 
bered 2.9 million per cu. mm. The urine contained 
no albumin and only a few white cells were ob- 
served on examination of the sediment. A Fishberg 
test was done and the greatest specific gravity was 
1.010. Phenolsulfonphthalein excretion was 20 per 
cent in one hour. The blood urea nitrogen was 51.5 
mg. per 100 cc. and the creatinine was 2.55 mg. 
per 100 cc. An intravenous pyelogram showed de- 
creased excretion but normal outlines. The symp- 
toms subsided and the patient was discharged with 
a diagnosis of nephritis and cholangitis. 

In February 1950 malaise, vomiting and cough 
developed, and in March 1950 the patient was hos- 
pitalized again. At that time the blood pressure was 
200/130 mm. of mercury. Grade 4 retinopathic 
changes were noted. The heart was enlarged. The 
hemoglobin value was 74 per cent and erythrocytes 
numbered 3.7 million. The urine showed a trace 
to 2 plus albumin. The urinary sediment contained 
up to 10 leukocytes per high power field and a few 
erythrocytes. The protein content of the 24-hour 
volume of urine was 2.0 gm. A culture of urine was 
negative on one occasion and grew Gram-positive 
micrococci on another. The blood urea nitrogen was 
34 mg. per 100 cc. and the creatinine was 3.5 mg. 
per 100 cc. Retrograde pyelograms were normal. 
The blood uric acid content was 9.8 mg. per 100 
cc. An electrocardiogram showed left ventricular 
hypertrophy. Treated with bed rest and a low 
sodium diet, the patient became symptom-free and 
was discharged from the hospital in three months. 


Exertional dyspnea and substernal and epigastric 


pain developed and the patient was admitted to 
hospital again in July 1950. The blood pressure 
was 185/140 mm. of mercury. The results of 
physical examination and laboratory tests were 
similar to those of the previous admission. In the 
hospital the patient soon became asymptomatic 
again. Then on August 1, 1950, following the sud- 
den onset of headache and a convulsive seizure, 
he died. The final clinical diagnosis was chronic 
glomerulonephritis, cerebral hemorrhage and _ gall- 
stones. 

At postmortem examination, the kidneys weighed 
300 gm. and were of equal size. The capsules were 
adherent and the cortex was reduced in size. The 
pelves and ureters were slightly dilated. There were 
broad vertically arranged linear areas of cortical 
fibrosis, dusted with lymphocytes and containing 
collections of small atrophic tubules with flattened 
epithelium and colloid casts. Granular cytoplasmic 
degeneration was seen in some convoluted tubules. 
Some tubules were dilated. The glomeruli in the 
areas of scarring were sclerotic, elsewhere actually 
normal. Moderate hyperplastic renal arteriolo- 
sclerosis was present, with occasional foci of smudgy 
fibrinoid necrosis. The renal pelves showed sub- 
mucosal fibrosis and inflammation. The heart was 
enlarged, and there was a focal nonspecific chronic 
myocarditis. Chronic cholangitis and cholelithiasis 
of the common bile duct and intrahepatic ducts were 
observed. There was a massive cerebral hemorrhage. 

Comment: An unusual feature of the course of 
the disease in this case was that in the five years 
before death hypertensive disease progressed while 
the impairment of renal function, as judged by the 
blood urea nitrogen and creatinine, stayed rela- 
tively constant. This is consistent with the fact that 
the autopsy findings were those of healed pyelo- 
nephritis. The presence of gout may have been an 
important predisposing factor in the establishment 
of chronic pyelonephritis. In addition, recurrent 
bacteremia, as a result of cholangitis, might pro- 
mote continuous hematogenous reinfection of the 
kidneys, eventually leading to chronic infection. 


Case 5. The patient, a 57-year-old man, was ad- 
mitted to hospital for the last time on April 21, 
1953. In 1918 he had had “Bright’s disease” and 
thereafter had had several attacks of “kidney 
trouble.” In 1943 he was hospitalized because of a 
possible heart attack. At that time the blood pressure 
was 142/100 mm. of mercury. The urine showed 
one plus albumin, one plus leukocyte content and 
fine granular casts. No abnormalities were noted in 
an electrocardiogram or in an x-ray film of the 
chest. The blood urea nitrogen was 19 mg. per 
100 cc. and the urea clearance was 100 per cent. 
On concentration test the specific gravity of the 
urine went up to 1.014. The patient was discharged 
with a diagnosis of angina pectoris. In 1948 he was 
readmitted because of acute episodes of pain and 
swelling in several joints. The blood pressure was 
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150/90 mm. of mercury. The optic fundi were nor- 
mal. No abnormality was noted in routine examina- 
tion of the blood. Urinalysis showed four plus 
ilbumin, 10 to 15 leukocytes per high power field, 
and some fine granular casts. The blood urea nitro- 
gen was 19 mg. per 100 cc. Uric acid content was 
3.4 mg. per 100 cc. The patient was treated with 
ved rest and salicylates and a diagnosis of gout 
vas made. He was discharged improved. Nocturia 
and recurrent attacks of low back pain developed 
it about this time. In January 1953 the patient had 
chills, fever and weakness. In April 1953, a few 
weeks before the final admission, severe low back 
pain developed. 


At the time of the final admission, the blood 
pressure was 154/80 mm. of mercury. Grade 1 
retinopathic changes were present. The hemoglobin 
was 7.6 gm. per 100 cc. of blood and the hemato- 
crit was 23 per cent. Urinalysis showed specific 
gravities ranging from 1.008 to 1.012; the albumin 
reaction was two plus to four plus; in the sediment 
there were from two leukocytes to many per high 
power field and from 0 to 20 erythrocytes. The 
blood urea nitrogen was 138 mg. per 100 cc. and 
the creatinine 13.8 mg. per 100 cc. Various organ- 
isms grew on cultures of the urine, including hemo- 
lytic and nonhemolytic Staphylococcus aureus, para- 
colon, Proteus vulgaris and enterococcus in varying 
combinations. The patient was given a low protein, 
low salt, low purine diet. Penicillin and blood trans- 
fusions were administered. Pain in the right great 
toe developed and it was treated successfully with 
colchicine. In May, 1953, the patient had pain in 
the back and fever, which improved with the use 
of aureomycin. He then began to vomit repeatedly 
and became semicomatose. Blood and fluids were 
infused and his condition improved. For the next 
six months the course was one of exacerbations and 
remissions, with the patient always in profound 
uremia, and he finally became comatose and died 
on December 27, 1953. The final clinical diagnosis 
was pyelonephritis. 

At autopsy the kidneys together weighed 120 
gm. The right kidney was somewhat smaller than 
the left. The capsules were adherent. There was 
irregularly distributed cortical interstitial fibrosis 
and infiltration with lymphocytes and histiocytes. 
The convoluted tubules were dilated and some 
showed flattening of the epithelium by intraluminal 
colloid casts. There was some periglomerular fibrosis 
with slight glomerular sclerosis. Deposits of urate 
crystals with an associated inflammatory reaction 
were noted in and about the collecting tubules. 
Moderate renal arteriosclerosis and arteriolosclero- 
sis were present. There was hyperemia of the calyces 
and pelves. The pelves showed subepithelial infiltra- 
tion by chronic inflammatory cells. 

Comment: This patient presumably had chronic 
urinary infection dating back to 1918. The fact that 
there was no impairment of renal function until the 
final admission suggests that the infection must have 
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been focal. In such cases, with persistent bacteriuria 
and pyuria, the course may be relatively benign for 
many years, with little if any development of renal 
functional impairment or hypertension (in contrast 
to the course in Case 2 reported herein). The pre- 
cipitation of urate crystals in the collecting tubules 
and elsewhere may have been an underlying cause 
of the establishment of chronic pyelonephritis and 
may have contributed to the final deterioration of 
renal function. The urine culture studies reveal 
the mixed nature of the bacterial flora often present 
in advanced cases; and the difficulty of antibiotic 
treatment of such infections is well recognized. 


/ 


DISCUSSION 


The cases described typify some of the uncertain- 
ties attending the clinical recognition of pyelo- 
nephritis. In all but Case 5 the final clinical diag- 
nosis was one other than pyelonephritis, and in 
Case 5 the patient did not receive therapy directed 
at pyelonephritis until he was in a terminal uremic 
state. 

In many cases, owing to the insidious, frequently 
asymptomatic onset, early diagnosis may not be 
possible. However, there are certain clinical situa- 
tions in which the diagnosis of pyelonephritis should 
be strongly considered—for example, (1) the onset 
of rapidly progressive hypertensive vascular disease 
in a patient under the age of 30 years, particularly 
in the absence of a family history of hypertension, 
(2) the presence, in a hypertensive patient, of renal 
insufficiency which seems to precede or to be out of 
proportion to the level of the diastolic blood pres- 
sure and the degree of hypertensive retinopathy, 
and (3) the presence of pronounced anemia in a 
patient with malignant hypertension. In a patient 
with unexplained chronic renal disease, sometimes 
asymptomatic and sometimes giving a history of 
pallor, lassitude, fatigue and nocturia, showing al- 
buminuria and an abnormal urinary sediment, in the 
absence of a history of glomerulonephritis, the pos- 
sibility of pyelonephritis should always be con- 
sidered.*'12:15.18 In a patient with gout, pyeloneph- 
ritis should be considered as a possible contributory 
factor whenever impairment of renal function de- 
velops.® 


In typical cases the laboratory diagnosis of pyelo- 
nephritis is said to depend upon the demonstra- 
tion of pyuria, bacteriuria and proteinuria. When 
proteinuria is absent, the renal parenchyma is 
usually not involved. Proteinuria is usually mild, 
rarely over 2.0 gm. in 24 hours. Pus cells may 
occur in clumps and the number is usually over 
30 million in 24 hours. Usually there are no 
erythrocytes or only a few in the urine. In the 
terminal stage of a chronic case, proteinuria may 
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Piate I—All specimens hemotoxylin and eosin stained. All X 120. 


TOP ROW—Left: (Case 1) The glomeruli are unaltered. There is periglomerular fibrosis, accompanied by chronic 
nonspecific inflammation and fibrosis. The convoluted tubules are dilated, their epithelium flattened and lumens filled 


with colloid-like casts. 


Center: (Case 4) The periglomerular fibrosis is accentuated about normal glomerular bodies. The scarified in- 
terstitium contains small atrophic tubules with luminal colloid casts. The arterioles exhibit laminated, as well as 


smudgy, hyaline obliterative sclerosis. 


Right: (Case 5) The periglomerular sclerosis about some glomeruli alternates with ball-like hyaline obliterative 
sclerosis of other glomeruli. The interstitial scarifying inflammatory process is associated with cystic dilatation of iso- 
lated tubules. Their lumens contain colloid casts, often stippled with polymorphonuclear leukocytes. 


BOTTOM ROW—Left: (Case 2) There is a sharp line of demarcation between a scarified atrophic area of cortex, 
‘heavily infiltrated by chronic inflammatory cells, and an adjacent zone of dilated tubules containing colloid casts. 


Center: (Case 3) Cystic atrophic tubules alternate with shrivelled atrophic tubules in a scarified matrix. Note the 


normal glomerulus and the mildly sclerotic arterioles. 


Right: (Case 5) The scarified medullary pyramid, stippled with chronic inflammatory cells and containing dilated 
tubules, shows at one side the presence of a deposit of urate crystals surrounded by a foreign body giant cell reaction 


at one pole. 


be present up to 5.0 gm. in 24 hours, and granular 
and waxy casts, many of them broad, may be seen." 
However, it has been pointed out that bacilluria 
and pyuria may be present only intermittently, be- 
cause the infection is often walled off and because 
destroyed nephrons may cease forming an inflam- 
matory exudate. The clinical picture may be further 
confused by the occurrence of episodes of hema- 
turia, usually occurring late in the disease, pre- 
sumably from eroded areas, cicatrices and granu- 
lomas.5 

Mansfield, Mallory and Ellis'* pointed out that, 
in the presence of chronic Bright’s disease, there is 
no pathognomonic pattern by which one may dis- 
tinguish between glomerulonephritis, pyelonephritis 
and nephrosclerosis. Pyuria may be present in 
pyelonephritis, but in the healed type it is not 


present so regularly. It may be concluded that 
repeated culture and microscopic examination of 
the urine, including in some cases serial quantita- 
tive measurements by the Addis technique, may be 
indicated in order to establish a diagnosis. It may 
be unwise to exclude the diagnosis of pyelonephritis 
on the basis of single or random urinalyses. 
Sternheimer and Malbin’’ described a method 
for supravital staining of the urinary sediment by 
which certain leukocytes are identified as being 
specific for renal inflammatory disease and not 
found in lower urinary tract infection, glomerulo- 
nephritis or hypertension. The mechanism of this 
reaction is not yet understood, so that at present 
it remains an empirical observation, the usefulness 
of which depends upon confirmation of the spe- 
cificity of the reaction in a larger number of cases. 
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Pyelograms may give valuable information in 
some cases. Braasch? described the characteristic 
indings as ureterectasis and caliectasis with narrow- 
ag of the infundibula and renal pelvis. Localized 
ireterectasis may be the only finding. No deformity 
may be found in some cases, in spite of a long 
history of pyuria. Braasch felt that retrograde and 
ntravenous pyelograms often give complementary 
‘information. Hyams and Kenyon® describe certain 
cases in which the pyelographic findings were con- 
fined to certain calyces, which developed a stunted 
appearance, and which appeared, upon successive 
pyelograms, to contract and disappear. Certain 
cases bore a resemblance to renal tuberculosis. It 
is suspected that pyelograms would not be helpful 
in early cases and in those with primarily interstitial 
inflammation. 


Renal function studies do not, in general, give 
information that will facilitate differentiation of 
pyelonephritis from other forms of renal disease. 
Corcoran, Taylor and Page® found that the pattern 
of renal blood flow, glomerular filtration and tubu- 
lar secretion in pyelonephritis was similar to that 
in established essential hypertension, the greatest 
proportionate reduction being in renal plasma flow. 
In the presence of pyuria and bacteriuria, however, 
use of the clinically applicable renal function tests, 
including a test of concentrating ability, may serve 
to separate those with generalized renal involve- 
ment from those with focal renal infection or lower 
urinary infection, provided there is no other cause 
for renal insufficiency. 


Punch biopsy of the kidney, used in conjunction 
with renal function studies, has been advanced as 
a means of differential diagnosis of renal disease. 
Brun and co-workers,‘ in a study designed to clarify 
the diagnosis of diabetic nephropathy, found that 
of eight diabetic persons with a clinical diagnosis 
of chronic pyelonephritis based on the presence of 
bacilluria and pyuria, only one had chronic pyelo- 
nephritis by renal biopsy. Parrish and Howe,'* on 
the other hand, found pyelonephritis six times in 
29 successful needle biopsies. They described one 
case in which an arthritic patient with fever had 
negative urine cultures yet renal biopsy showed 
pyelonephritis and there was good response to 
penicillin therapy. Kipnis and co-workers,’ in eval- 
uating renal biopsy in pyelonephritis, noted that in 
patients with pyuria and bacteriuria there was a 
good correlation between impairment of renal func- 
tion and morphologic abnormality of the kidneys 
as determined by renal biopsy. The principal limita- 
tion of renal biopsy is the fact that the section 
examined is not necessarily representative of the 
entire kidney. Hence in cases of early or healed 
pyelonephritis, where the abnormalities may be 
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focal, the diseased area may be missed; and even 
when it is included in the biopsy specimen, one 
cannot be sure about the extent of the lesion. The 
latter point is an important one, for the incidence 
of pyelonephritis was reported as 10.5 per cent!® 
in one series of consecutive autopsies and as 15 
per cent in another. In many of those cases the 
disease was presumably minor in extent and prob- 
ably not contributory to the patient’s death. 

The interpretation of renal biopsy data should 
be based upon integration with the other available 
clinical facts. At present the use of this procedure 
should be limited to programs of clinical investiga- 
tion and to individual diagnostic problems not re- 
solved by other means. 

130 North La Cienega Boulevard, Los Angeles 48. 
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Melanoma- Simulating Nodules Due to 


Capillary Aneurysms 


ERVIN EPSTEIN, M.D., FREDERICK G. NOVY, JR., M.D., 
RICHARD A. SKAHEN, M.D., and MAX E. KRAUSE, M.D., Oakland 


IF EVER THERE is an emergency surgical situation on 
the skin, it is the flat, black, smooth, hairless, growing 
nodule. This has been emphasized and reemphasized 
as representing a malignant melanoma and an indi- 
cation for immediate ruthless surgical attack. While 
it has been recognized that many lesions of little or 
no malignant tendency can simulate this picture, the 
threat of the melanoma has pushed these imitators 
into the background of the clinician’s thoughts. 


Such a lesion on the face of one of the authors of 
this communication, focused attention on this con- 
flict. The problem of convincing a surgeon that con- 
servatism was indicated was not easy. Therefore, 
the following group of cases is presented. 


REPORTS OF CASES 


Case 1. A tiny black, flat, smooth lesion devel- 
oped under the right eye of a 45-year-old derma- 
tologist early in 1955. The lesion developed in 
skin that was previously grossly normal. After two 
months of inactivity, the nodule suddenly began to 
grow very rapidly. The lesion tripled in size in a 
.period of three weeks for no apparent reason. There 
was no traumatic incident either preceding the ap- 
pearance of the tumor or before the acceleration in 
growth. As it was not in the bearded area, shaving 
was not a factor. The lesion was observed by a 
number of dermatologists, radiologists, surgeons 
and pathologists. The clinical impression was malig- 
nant melanoma. The lesion was excised conserva- 
tively and biopsy revealed a capillary aneurysm 
with thrombotic phenomena as described in a dis- 
cussion of histopathologic features later in this pres- 
entation. There has been no recurrence. 


Case 2. A 31-year-old sister of a psychiatrist was 
seen in 1950 because of a small, rapidly growing, 
dark-black, slightly raised nodule on the base of the 
left ring finger that had been present for two weeks. 
There was no history of a preexisting nevus nor of 
trauma at the site. There were no palpable regional 
lymph nodes. The clinical diagnosis was melanoma. 
However, so small was the lesion that it was com- 
pletely excised with a biopsy punch. A frozen sec- 
tion was examined and dilatation of a vascular chan- 


Read before Section on Dermatology and Syphilology, at the 85th 
Annual Meeting of the California Medical Association, Los Angeles, 
April 29 to May 2, 1956. 
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e Six cases of a lesion simulating a melanoma 
clinically but due to an aneurysmal dilatation of 
a capillary with thrombosis are presented. 

The necessity of distinguishing these tumors 
from malignant melanomas is stressed. 

The thesis that every black, flat, growing lesion 
is not a melanoma is emphasized. Therefore, it 
follows that wanton sacrifice of adjacent normal 
tissue is not indicated in such lesions unless there 
is histologic proof or indisputable clinical evi- 
dence of malignancy. 

This is not to be construed as advocating that 
one should minimize the growing flat black 
nodule nor that histologic examination is not 
essential in such cases. 


nel and thrombotic changes were observed. There 
has been no recurrence. 


Case 3. The 44-year-old son of an internist was 
examined in June, 1955, because of a small, station- 
ary, blue-black, slightly elevated, smooth, shiny 
nodule on the right cheek of four months’ duration. 
There was no history of a preceding lesion or of an 
injury. It too was removed with a biopsy punch. 
Upon histologic examination the lesion was ob- 
served to be a capillary aneurysm. There has been 
no recurrence. 


Case 4. A woman 59 years of age, the wife of a 
dentist and the mother of a pathologist, was first 
observed July 23, 1946, because of a progressively 
enlarging black lesion involving the right side of 
the forehead of six weeks’ duration. Since first ob- 
served, it had nearly doubled in size. Upon exam- 
ination a smooth blue-black nodule about 1.5 cm. 
in diameter on the right temple was noted. The 
lesion was removed with wide excision and the base 
was electrodesiccated. Microscopic examination of 
the lesion showed a dilated blood vessel in which 
there was a fibrin deposit and thrombotic changes. 


Case 5. A woman 50 years of age was seen be- 
cause of a lesion situated about 1 cm. below the 
midportion of the lower right eyelid. It had been 
present for approximately two years and was asymp- 
tomatic except that it had been growing slowly. On 
examination a blue-black papule, dome-shaped, 
smooth and slightly shiny, was observed. The lesion 
was 0.5 cm. in diameter. From the clinical appear- 
ance, it was thought to be an early. melanoma. Un- 
der local anesthesia the lesion was removed. On 
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Figure 1.—Varix in the upper corium. Note the secon- 
dary distortion of the adjacent hair follicle. (Hematoxylin 
and eosin stain, X25). 


microscopic examination of the specimen the skin 
appeared normal except that in the center of the 
section there was a large thrombosed blood vessel. 
There was no inflammatory reaction about the ves- 
sel or elsewhere in the section. The patient was seen 
nine years later. There remained only a thin atro- 
phic scar without evidence of recurrence. 

Case 6.* A 35-year-old white man was seen on 
February 8, 1955, with a small, slightly elevated, 
blue-black nodule on the external canthus of the 
right eye. The lesion had been noted during the past 
few months and had started to enlarge in the pre- 
vious two weeks. The clinical diagnosis was melan- 
oma. The neoplasm was excised and a frozen section 
examination revealed a capillary aneurysm, elim- 
inating the need for extensive operation. 


HISTOPATHOLOGY 


Microscopically, lesions such as those removed 
in the foregoing cases consist of a dilated vascular 
channel lying immediately beneath the epidermis 
(Figures 1 and 2). Anatomically the vascular chan- 
nel is of capillary structure in that it is lined 
by a single layer of endothelial cells and sur- 
rounded by a few concentric layers of collagenous 
connective tissue. No muscle fibers or elastic tissue 
are seen in the wall (Figure 3). The connective tissue 
surrounding the vascular channel is slightly edema- 
tous but otherwise not remarkable. In one instance 
a small mural thrombus is seen adherent to the wall 
of the vessel (Figure 4). A few fibroblasts in the 
edge of the thrombus indicate early organization. 
Serial section of the lesion shown in Figure 1 indi- 
cated that the dilation is essentially spherical and 
terminates in a small capillary in the upper dermis 
(Figures 5 and 6). Further evidence of the nature 


*Data supplied by Dr. Norman Epstein. 
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Figure 2.—Varix in the upper corium showing a mural 
thrombus. (Hematoxylin and eosin stain, X25). 


Figure 3.—Detail of the wall showing the concentric 
layers of edematous connective tissues in which no muscle 
or elastic fibers are present. (Elastic van Giesen stain, 


100). 


Pree 


Figure 4.—High power photomicrograph of wall of varix 
showing early organization of the thrombus and the struc- 
ture of the wall. (Hematoxylin and eosin stain, X 100). 
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of the lesion is given by the distortion of hair folli- 
cles immediately adjacent to the vascular channels, 
secondary to the dilatation of the small capillary. 


DISCUSSION 


It is difficult to justify the all too common sacri- 
fice of normal skin and subcutaneous tissue just be- 
cause it happens to adjoin a black, smooth tumor. 
Actually, such lesions are more often benign than 
malignant. This concept is underscored in the list 
of lesions that may present these features. It in- 
cludes blue nevus, junction nevus, pigmented basal- 
cell epithelioma, melanotic freckle, epithelial and 
sebaceous cysts, granuloma pyogenicum, glomus 
tumors, hemangiomas, hemorrhages, fibro-angiomas 
and angiosarcomas. To this list the authors must 
add capillary aneurysms. This should not be con- 
strued as recommending the minimizing of the 
black lesion, rather it is a plea for the exercise of 
therapeutic perspective instead of the wanton sacri- 
fice of flesh in benign lesions. 

The usually accepted criteria of malignant degen- 
eration include growth, bleeding, metastasis, ulcera- 
tion and deepening of color. Unfortunately, growth 
is a common finding in these aneurysms. Bleeding 
may occur. Metastasis does not occur, but it would 
be possible, if unlikely, for such a lesion to be mul- 
tiple. The black color often becomes more pro- 
nounced as the tumor grows. Ulceration has not 
been reported. 

However, these features of malignancy are late 
findings. In other words, the absence of any or all 
of these does not rule out malignant degeneration. 
. The moment at which a junction nevus arouses it- 
self from its quiescent state to become a cancerous 
marauder of the body tissues, may be a fine one 
indeed. It may be impossible to recognize this mo- 
ment of change clinically, or even histologically. 

These capillary aneurysms do not resemble local- 
ized varicose veins, hemangiomas or hematomas. In 
fact there is only one applicable comparison: The 
lesion looks like a melanoma. The most suggestive 
features in this series were rapid growth and the 
absence of a preexisting nevus. Unfortunately, mel- 
anomas may arise in normal skin and the incidence 
of this occurrence has been reported at from 40 per 
cent to 70 per cent in various series.* 


The reader may wonder why the high propor- 
tion of cases among physicians and their families. 
This is related in all probability to the recognition 
of the danger signs by this group. Other persons, 
less likely to be aware of the significance of such a 
lesion, may ignore it. And perhaps these lesions 
then “heal” spontaneously as the thrombus organ- 
izes. These neoplasms have not been observed to 
follow such a course, for in all the cases here re- 
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Figure 5.—Section approximately three-quarters of the 


way through the varix showing its spherical shape. (Hema- 
toxylin and eosin stain, X100). 
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Figure 6.—Section through the edge of the varix show- 
ing its return to approximately capillary size. (Hematoxy- 
lin and eosin stain, 100). 


ported, the lesions were removed for histopathologic 
examination. However, McNitt removed such an 
aneurysm from the nasolabial fold of a white 
woman who told him that the lesion “had come 
before and disappeared.” 

In operations for removal of cancer, cosmetic re- 
sults are of little importance. However, when a be- 
nign lesion is being removed, every attempt should 
be made to preserve the normal appearance of the 
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patient’s skin. Therefore, it is important to differen- 
tiate clinically these lesions from melanomas or pre- 
melanomatous junction nevi. Unfortunately, this is 
not simple. In all the cases in this series the lesions 
were diagnosed clinically as melanoma or possible 
melanoma. Certainly, in cases of doubt, such a 
lesion should be considered malignant until proven 
otherwise by histopathologic investigation. How- 
ever, perhaps the most important point is that a 
conservative excisional biopsy can be performed in 
a lesion suspected of being a melanoma.’ These 
aneurysms are small. If the diagnosis of melanoma 
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is confirmed, more radical operation may be per- 
formed. On the other hand, if a benign lesion is 
discovered, the patient is cured and everyone is re- 


lieved. 
447 Twenty-ninth Street, Oakland 9 (Epstein). 
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The Case Against Enucleation 


As LONG as operation for removal of “encapsulated” 
parotid tumors is associated with the possibility of 
disastrous injury of the facial nerve, there will be a 
tendency on the part of many clinicians to delay 
definitive treatment and of surgeons to utilize the 
less frequently successful and often hazardous lim- 
ited excision. This compromising attitude abides 
even though it is well recognized that delay in sur- 
gical treatment increases not only the difficulty of 
operation but the hazard of incurable spread, and 
despite the facts that enucleation is successful in not 
over 38 per cent? of cases and curettage almost 
never. In addition, both procedures, when they fail, 
result in a far worse clinical state than would have 
been the case if no operation had been done. This 
is because the parotid tumor is contained within a 
single unit space before operation, separated from 
the extraparotid structures and seventh nerve by 
complete protective fascial layers, but after limited 
operation the residual disease as it recurs in single 
or multiple foci comes into intimate contact with 
the branches of the facial nerve, with the surround- 
ing sternocleidomastoid, digastric and masseter 
muscles and with the overlying skin. In fact, the 

entire “man-made” surgical field with all the sur- 
' rounding exposed surfaces and tissues is a potential 
site for recurrent disease. Recurrence demands the 
removal of the entire previously made surgical field 
including the adherent nerves, muscles and skin. 
Not only is this operation associated with a greatly 
multiplied hazard to the seventh nerve, but in spite 
of the ultimately more radical procedure the chance 
of successful extirpation of the parotid neoplasm is 
less than it would have been if radical operation 
had been done in the first place. In addition, not 
infrequently, radiation therapy is given in a vain 
attempt to overcome the original surgical inade- 
quacy even though radiation may not be indicated 
and may increase the patient’s discomfort and en- 
tail cosmetic and functional deformity. 


RATIONALE 


The danger of any procedure less than subtotal 
parotidectomy in the management of parotid tumors 


From the Department of Surgery, Cedars of Lebanon Hospital, 
Los Angeles 27. 


Submitted October 31, 1955. 
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Parotid Tumor Operations 


S. L. PERZIK, M.D., Beverly Hills 





e So-called mixed “encapsulated” parotid tumors 
are best managed by surgical procedures which 
avoid contact with the “capsule.” Enucleation is 
often a hazardous and incomplete procedure. 
Subtotal or total parotidectomy with exposure of 
the facial nerve to avert accidental damage to it 
is the treatment of choice. 


Microscopic study of the periphery of such 
tumors reveals that the “capsule”? does not fully 
encapsulate; hence, enucleation and lesser pro- 
cedures may leave neoplastic tissue behind. 


Surgical procedures to achieve complete ex- 
cision without endangering the facial nerve were 
carried out in 123 cases. There was local recur- 
rence in one case. 





Figure 1.—(X200) Reveals no barrier or “capsule” be- 
tween tumor and parotid. In fact the cell-containing 
mucinous-like fibers naturally fuse with tumor on one 
side and contact the parotid gland on the other. Therefore 
it is impossible to separate the two by going between tumor 
and parotid gland without leaving some tumor attached 
to the parotid gland in many places. This shows how this 
tumor could be “enucleated” and yet not be completely 
extirpated, 
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ized fibers containing many spaces and cells representing 
a reactive fibrous stroma of the host rather than a specific 
fibrous layer which could be called either a “capsule” or a 
fascial layer. Here a tongue of tumor could easily be 
broken off and left as a nidus for future recurrence. 
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Figure 4.—(X120) This shows the fallacy of the “cap- 
sule.” The artificial cleavage plane is well demonstrated. 
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Figure 3.—(X120) Here tumor cells are seen in the 
center of the fibrous septum between the main body of the 
tumor and the parotid gland. In addition the fallacy of the 
so-called “capsule” is well illustrated here since the peri- 
tumoral fibrous stroma is seen to be a continuation of the 
regular fibrous septa separating the parotid gland lobules. 


Figure 5.—-(<120) This section reveals tumor tissue in 
contact with parotid gland with no intervening “capsule.” 
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Figure 6.—(X60) This section demonstrates the fallacy 
of the “capsule” and shows that the covering of the tumor 
is only a continuation of the interlobular fibrous septa of 
the parotid gland. Here the septal band between the paro- 
tid lobules is many times thicker than the very thin one 
surrounding the tumor. 


is well illustrated by microscopic study of the pe- 
riphery of a so-called “encapsulated” neoplasm (see 
- Figures 1 to 7). The tumor “capsule” is not a spe- 
cifically organized tissue such as an enveloping 
fascia or a glandular cortex.* Rather, it is a greater 
or lesser condensation of the fibrous stroma of the 
host tissue (the parotid salivary gland) and it de- 
velops more or less inversely to the rate of growth 
of the tumor. This fibrous barrier is of uneven 
thickness and in places where the tumor is inti- 
mately in contact with the parotid glandular ele- 
ments it is practically absent. The elements of this 
fibrous “capsule” are continuous with and extensions 
of the fibrous septa present between the lobules of 
the gland, thus revealing its identity as a part of the 
host stroma. In addition to the intimate points of 
contact between the gland and the tumor, islands of 
connected or disconnected tumor tissue can be seen 
in the interstices between the fibrils of the tumor 
“capsule” or on its glandular side. 

The histopathologic features are such that enuclea- 


tion procedures must be hazardous if not utterly 
futile. 


To excise these tumors adequately, the fibrous 
“capsule” must be entirely removed, and in order 
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Figure 7.—(X<120) A recurrent case with several nodules 
of tumor tissue. Here two recurrent nodules are seen 
connected by a thicker fibrous band but with thinner 
surrounding fibrous septa between them and the parotid 
gland tissue. This definitely shows the impossibility, in 
recurrent cases, of safely enucleating the recurrent nodules. 


to do this completely a “shell” of parotid glandular 
tissue must be excised with the tumor. To do this 
without injury to the seventh cranial nerve, the 
nerve is first isolated by whatever means the sur- 
geon chooses. It is traced along all its ramifications 
toward the tumor-containing portion of the parotid 
gland. As this is done the superficial lobe will be 
completely freed, and if the tumor is within it 
the lobe can then be safely transected well beyond 
the palpable margin of the contained tumor with- 
out injuring the nerve branches in the vicinity, since 
they already have been dissected out and are easily 
seen. If the tumor is in the deep lobe, this proce- 
dure will first safely remove all the superficial lobe, 
exposing the deep lobe, which can then be com- 
pletely removed without danger to the facial nerve 
branches, which are exposed and visible. Often with 
deep lobe tumors the nerve branches lie very close 
to the overlying skin because of the pronounced 
attenuation of the superficial lobe. In such circum- 
stances the facial nerve easily could be seriously 
damaged by a direct surgical approach to what 
might appear to be a very superficially placed 
tumor. Although the nerve fibers in these conditions 
are often tautly stretched over the tumor, they can 
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be saved by careful and tedious dissection and fur- 
ther stretching beyond the periphery of the deep 
lobe tumor to permit removing it completely. If 
the tumor is partially sequestrated, the enveloping 
fascia between it and the extrinsic tissues and facial 
nerve is an adequate protective barrier and a safe 
plane for dissection if it has not been opened by 
previous inadequate surgical procedures. 


RESULTS 


In the period 1947 to 1955, 123 patients with 
parotid tumors were primarily treated by the tech- 
nique described. The period of observation after 
operation ranges from one month to eight years— 
over three years in 62 cases and over five years in 
33 cases. There was only one instance of local recur- 
rence. In that case a diagnosis of adenocarcinoma 
was made at the time of the primary excision and 
the recurrence appeared in the external auditory 
canal. 

DISCUSSION 


Frequently it is stated that recurrence following 
operation for removal of a parotid tumor is owing 
to the presence of multiple primary foci. There is 
no clinical er histologic proof of this. In a review 
of the literature only a few exceptional instances 
were noted of simultaneous multiple or bilateral 
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mixed “encapsulated” parotid tumors which were 
present before the first surgical intervention.* Se- 
questrated tumors present in contact with the pri- 
mary lesion or attached lobulations are, of course, 
single tumors and the suggested primary surgical 
management in these instances should result in 
equally satisfactory results. 

Mention might also be made of the futility of pre- 
operative irradiation in order to toughen the parotid 
tumor “capsule” so that the growth can more safely 
be “shelled out.” Such radiation, if successful, 
would equally tend to toughen the normal glandular 
interlobular septa which fuse intimately with the so- 
called “capsule.” Subsequent enucleation then would 
tend to be even less complete than it might have 
been if the fibrous connections between the tumor, 
its “capsule” and the normal parotid gland were 
less toughened. 

300 South Beverly Drive, Beverly Hills. 
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Serologic Diagnosis of Syphilis 


The Use of Treponema Pallidum Immobilization and Immune Adherence Tests 


CHARLES M. CARPENTER, M.D., RUTH A. BOAK, M.D., and 
JAMES N. MILLER, Ph.D., Los Angeles 


STANDARD SEROLOGIC TESTs (STS) employing lipoidal 
or cardiolipin antigens have been used routinely in 
the serologic diagnosis of syphilis since 1906. Inas- 
much as such antigens are nonspecific, many inves- 
tigators recognize that biologic false positive reac- 
tions (BFP) occur in patients with deranged physi- 
ologic states or with diseases other than syphilis. 
They stimulate the production of a nonspecific anti- 
body, reagin, as measured by antigens employed in 
serologic tests for syphilis. Biologic false positive 
reactions occur in so-called normal persons and are 
considered by certain investigators to be presump- 
tive evidence of a collagen disease. Conversely, the 
disappearance of reagin during the tertiary and 
latent stages of syphilis results in a biologic false 
negative (BFN) reaction. Because syphilis simulates 
many diseases, an indefinite history renders it diffi- 
cult to determine whether a patient has syphilis or is 
a BFP reactor, especially if one considers the variable 
period of latency occurring in syphilitic infection. 

The development of the Treponema pallidum im- 
mobilization (TPI) test by Nelson and Mayer® in 
.1949, employing virulent, motile 7. pallidum as the 
antigen, made available for the first time a specific 
diagnostic procedure for syphilis. They observed 
that 89 per cent of patients clinically and epidemi- 
ologically classified as BFP reactors had negative re- 
action to TPI tests. Conversely, patients with clini- 
cally recognized tertiary syphilis but negative reac- 
tion to sts, had positive reaction to TP! tests. Their 
results have been duplicated by many investiga- 
tors.*:5° On the basis of results obtained in an ex- 
tensive investigation, Moore and co-workers® said 
that approximately 50 per cent of patients who have 
positive reaction to sts but do not have a history of 
syphilis, are BFP reactors. 

Although the TP! test has been established as the 
most specific and sensitive test for syphilis yet de- 
veloped,'! carrying out the test in the laboratory is 
highly technical and complex, thus limiting its use 
to a few laboratories throughout the world. As a 
result a search is in progress for a simpler test utiliz- 
ing killed T. pallidum for an antigen so that the pro- 
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e TPI tests were carried out on 4,060 sera. Among 
3,934 patients with reactive STS and no history 
of syphilis, 2,148 or 54.6 per cent had negative 
reaction to TPI tests, 1,695 or 43.1 per cent had 
positive reaction and 91 or 2.3 per cent had 
doubtful reaction. 

Two hundred and ninety-two or 73.0 per cent 
of 400 pregnant women with reaction to STS in 
the absence of a history of syphilis showed nega- 
tive results by TPI test, 103 or 25.8 per cent had 
positive results and five or 1.2 per cent had doubt- 
ful reaction. 

Ninety-five or 75.4 per cent of 126 patients with 
a history of treated syphilis had positive reaction 
to TPI tests, 20 or 20.2 per cent had negative 
reaction and nine or 9.1 per cent had doubtful 
reaction. 

TPI and TPIA tests were done on 143 sera 
carefully selected for the study. Among 102 sera 
subjected to the TPI test, 46 or 100 per cent of 
these positive were also positive by TPIA tests, 
while 52 or 94.5 per cent of 55 TPI-negative 
sera were also nonreactive by TPIA test. One 
serum gave doubtful TPI test reaction and posi- 
tive TPIA test reaction. 


cedure may be employed in the routine clinical 
laboratory. The immune adherence (TPIA) test de- 
veloped by Nelson’? in 1953 shows promise. It is 
based on the principle that virulent 7. pallidum, 
sensitized in the presence of antisyphilitic serum, 
adheres to the surface of human red cells in the 
presence of complement. 

This communication provides further evidence of 
the value of the TP test based on results obtained on 
4,060 sera. In addition, a comparison of the sensi- 


tivity and specificity of the TPIA and TPI tests is 
presented. 


MATERIALS AND METHODS 


The TPI test was carried out on 4,060 sera accord- 
ing to the method of Nelson and Mayer® with modi- 
fications as described by Magnuson and Thompson* 
and Boak and Miller. Specimens of blood were ob- 
tained in specially processed glassware from private 
physicians throughout California and from the Los 
Angeles city and county health departments. The sera 
were removed and stored at —20° C. prior to testing. 
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The TPIA test was performed on 143 sera as de- 
scribed by Nelson’ with modifications recommended 
by Rein.!° The antigen employed was a heat-killed, 
merthiolate-preserved specimen of 7. pallidum which 
was stable for at least two months. 


RESULTS 


Treponema Pallidum Immobilization Test 


TPI tests were carried out on 4,060 sera. Of the 
total, 3,934 were reactive by standard serologic test 
but were obtained from patients with no history of 
syphilis. The remaining 126 sera were from patients 
with a history of treated syphilis. 

Among the 3,934 patients with reactive sts and 
no history of syphilis, 2,148 or 54.6 per cent showed 
negative results by TPI tests and were classified as 
BFP reactors. Sixteen hundred and ninety-five or 43.1 
per cent had positive TPI tests and 91 or 2.3 per cent 
gave doubtful reactions (Table 1). Pregnancy and 
approximately 100 diseases have been’ implicated 
as important factors in bringing about the BFP re- 
actions. In the present series the greatest number of 
BFP reactions occurred among pregnant women. Two 
hundred and ninety-two or 73.0 per cent of 400 sera 
from pregnant women gave negative reaction to TPI 
tests, 103 or 25.8 per cent positive reaction and 5 
or 1.2 per cent doubtful reaction? (Table 2). 

The most common diseases reported by the physi- 
cian in which BFP reactions occurred were: 


Periarteritis nodosa 
Rheumatic fever 
Rheumatoid arthritis 
Sarcoidosis 
Subacute bacterial 
endocarditis 
Tuberculosis 


Arteriosclerosis 
Brucellosis 

Cirrhosis of liver 
Coccidioidomycosis 
Diabetes mellitus 
Lupus erythematosus 
Malaria 

Malignancy 


In a study of 126 patients with a known history 
of treated syphilis, 95 or 75.4 per cent had positive 
reaction TPI tests, 20 or 15.8 per cent had negative 
reaction and 11 or 8.8 per cent had doubtful reac- 
tion. Of 99 patients who had a history of primary 
or secondary syphilis, 70 (70.7 per cent) had posi- 
tive reaction to TPI tests, 20 (20.2 per cent) had 
negative reaction and 9 (9.1 per cent) had doubt- 
ful reaction. Six patients with congenital syphilis 
had positive Tp1 tests, while 19 or 90.5 per cent 
of 21 patients with negative reaction to sts but 
who had signs and symptoms referable to tertiary 
syphilis, had positive reaction to TPI tests. The two 
remaining patients showed doubtful reactions (see 


Table 3). 


Treponema Pallidum Immune Adherence Test 


TPI and TPIA tests were done on 143 sera care- 
fully selected for the study. In a preliminary experi- 
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TABLE 1.—TPI Tests on Sera from 3,934 Patients Without History 
of Syphilis but With Positive Reaction to STS. 


No. Per Cent 


TPI Negative 54.6* 
TPI Positive 43.1 
TPI Doubtful 23 


100.0 


* Biologic False Positive Reactors. 


TABLE 2.—Results of TP! Tests on 400 Sera from Pregnant Women 
With Positive Reaction to STS. 


Positive 
TPI STS Per Cent 


Negative 73.0* 
Positive 25.8 
Doubtful 1.2 


100.0 


*Represents Biologic False Positive Reactors. 
'P 


ment conducted on 41 sera, perfect correlation was 
observed as between results by both tests—agree- 
ment on positive reaction in 21] sera and on negative 
in 20. In subsequent tests on 102 sera previously 
tested by the TP1 procedure, 46 or 100 per cent of 
the TPI-positive sera showed positive reaction to 
TPIA tests, while 52 or 94.5 per cent of 55 TPI-nega- 
tive sera were negative to TPIA test. The remaining 
specimen gave doubtful reaction by TPt test, positive 
reaction by TPIA. 

Perfect correlation resulted when 26 “normal” 
persons with nonreactive sTs and TPI tests were also 
TPIA-negative. Among 25 patients with a known his- 
tory of primary or secondary syphilis, there was 
disagreement in only three cases. Inasmuch as the 
TPIA test was reactive in two of the three sera in which 
the TPI test was nonreactive, the sensitivity of the TPIA 
test would seem to be greater than that of the TP1 
test. In 25 cases in which the patient had no history 
of syphilis, had positive reaction to sts and negative 
TP1 test results, there was only one case, that of a 
patient with an inguinal lymphadenopathy, in which 
the result of the TPIA test was positive, suggesting 
the possibility of primary syphilis. When 26 patients 
with no history of syphilis but with positive reaction 
to sTs and to TPI tests were tested by the TPIA pro- 
cedure, no disagreement was noted. 


DISCUSSION 


The Tp1 test is extremely valuable in differenti- 
ating BFP reactions from those due to infection with 
T. pallidum. The percentage of BFP reactors, as 
measured by the tpt test, has increased each year, 
indicating the important role of the TPI test as an 
aid in more accurate differential diagnosis. The 
trend may be due to an increased sensitivity of the 
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TABLE 3.—TPI Tests on Sera from 126 Patients With History of Syphilis. 








Classification Treated Syphilis Positive 


Primary and secondary 70.7 
Tertiary (clinical) negative STS 90.5 
100.0 


75.4 


various lipoidal or cardiolipin antigens, to variation- 
in technical performance of the tests in different 
laboratories, or to an increase in certain degenera- 
tive diseases or abnormal physiologic states occur- 
ring among the population. 

Studies designed to investigate the sensitivity and 
specificity of the TPI test rely to a large extent on 
obtaining dependable histories of syphilis and 
therapy from the patient and physician. Such infor- 
mation is often difficult to get and its accuracy must 
be considered in any evaluation of the Tp1 test. Al- 
though the 20 negative results by TP1 test in patients 
with a history of primary or secondary syphilis may 
be explained on the basis of adequate therapy prior 
to the appearance of immobilizing antibodies, the 
foregoing possibilities must be considered. 


The TPtIA test, on the basis of results obtained to 
date, offers promise as a supplement to the TPI test. 
Inasmuch as a killed treponemal antigen may be 
employed, it can be more readily adapted for use in 
a routine clinical laboratory. Further studies con- 
cerning this test are in progress. 

UCLA School of Medicine, Los Angeles 24. 
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Allergic Bronchial Asthma and Rhinitis 


The Importance of Studies for Sensitivity to Foods 


ALBERT H. ROWE, M.D., and ALBERT ROWE, JR., M.D., Oakland 


FROM EXPERIENCE over a period of 30 years the 
authors have become convinced that sensitivities to 
foods and to inhalants are of about equal importance 
in bronchial asthma*":1?:18 and allergic bronchitis 
and rhinitis. With adequate persistent study of these 
causes, especially food sensitivity, the evidence of 
bacterial sensitivity has been far overshadowed and 
that of secondary bacterial infection has definitely 
decreased. Assumed bronchiectasis and irreversible 
emphysema at times have been disproved. 

Published statistics on 2,993 cases of bronchial 
asthma,***51112:13 and additional experience in a 
greater unpublished number, indicate that sensi- 
tivity to food is the sole cause in about 35 per cent 
of infants and children up to the age of 15 years; 
in approximately 20 per cent of adults up to 55 
years of age; and in approximately 30 to 40 per 
cent of adults over the age of 55. 

Sensitivity to foods is frequently associated with 
sensitivity to inhalants. Inhalant sensitivity is the 
sole cause of bronchial asthma and allergic rhinitis 
in from 20 per cent to 50 per cent of cases, the pro- 
portion depending upon age, location of residence 
and exposure to pollens, to animal emanations, to 
fungi and dust. 

Confirmation of the importance of food sensi- 
tivity by other investigators requires the accurate 
and adequate use of trial diet with elimination diets 
used according to the authors’ directions in a con- 
siderable number of patients for at least four to six 
months. Incomplete relief or failure of relief after 
inhalant desensitization not infrequently is due to 
failure to recognize food sensitivity as the sole or 
concomitant cause of bronchial asthma and allergic 
rhinitis. Often with control of such allergic reactivity 
to foods, desensitization to inhalants may be un- 
necessary or of minor importance. Nonspecific in 
contrast to specific desensitization may benefit some 
patients. 

The authors’ recognition of the importance of 
food allergy can be explained as follows: 


1. Emphasis on the fallibility and errors in skin 
testing?%7520, 1415 in the diagnosis of food sensi- 
tivity is most important. All patients dealt with by 
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e The authors consider sensitivity to foods and 
sensitivity to inhalants about equal in importance 
in bronchial asthma, allergic rhinitis and allergic 
bronchitis. Food allergens are the sole cause of 
bronchial and nasal allergic disease in 20 to 40 
per cent of cases throughout life, including old 
age; inhalants are the sole cause in approximately 
an equal number; and sensitivity to foods and to 
inhalants are often associated. 

Their frequent recognition of sensitivity to 
foods as a cause of disease, the authors believe, 
depends on: (1) The recognition of the fallibility 
of skin testing and the usual negative skin reac- 
tions to allergenic foods in chronic and recurrent 
bronchial asthma and allergic rhinitis. (2) The 
adequate use of trial diets, especially cereal-free 
elimination diet. (3) The realization that ingested 
foods remain in the body usually for two to four 
weeks and that the diet must be continued until 
symptoms have been relieved for two to three 
times as long as preceding relief between attacks. 


the authors are tested with 50 or more foods by the 
scratch or puncture method, as well as with im- 
portant inhalants. Observation is made for the oc- 
casional large quick swelling indicative of the kind 
of food sensitivity that produces symptoms shortly 
after ingestion of offending foods. In bronchial 
asthma and allergic rhinitis, however, allergic re- 
action to foods is usually cumulative or delayed 
and in such cases there usually is no dermal re- 
action, or at times equivocal or moderate reaction. 
Intradermal tests with foods are not done routinely 
because of the indefinite moderate or slight re- 
actions which may occur that are not associated with 
clinical sensitivity. Moreover, a positive reaction is 
only significant when reacting foods repeatedly pro- 
duce symptoms in a symptom-free patient. Hence, 
ingestion tests are not done until relief has been 
present for from two to eight or twelve weeks ac- 
cording to the previous daily, weekly, or monthly 
occurrence of symptoms. It must be remembered 
also that a large immediate scratch reaction in- 
culpating a certain food may occur in a case in 
which there is also chronic cumulative sensitivity 
to other foods to which there are no reactions by 
scratch test. 


2. It is of prime importance to exclude from trial 
diets foods which frequently produce allergic re- 
action.*78 Such foods are eliminated from the 
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authors’ cereal-free elimination diet which is of 
special value in bronchial asthma and allergic rhin- 
itis. This diet is modified by eliminating from it 
foods to which large scratch reactions occur or to 
which definite dislikes or disagreements exist.’ The 
patient must be given the list of foods he can eat 
and not a list of foods which must be excluded. 
Menus and recipes for the prescribed bakery prod- 
ucts must be given. 


3. Recognition of the frequency of allergic sensi- 


tivity to most or all cereal grains®”® as well as to 
egg, milk, chocolate and, less often, to other excluded 
foods, is a large factor in the success the authors 
have had in controlling otherwise unrecognized 
hypersensitivity to foods. The importance of elim- 
inating all cereal grains simultaneously with other 
common allergenic foods requires special emphasis. 
These diets and modifications have been published 
elsewhere.}:® 7,816 


4. It is also important to bear in mind that in- 
gested foods remain in the body for from one to 
four or more weeks. Moreover, cellular changes from 
chronic allergic disease due to foods continue for 
days and even weeks after causative foods are elim- 
inated. Maximum allergic response must be as- 
sumed in the diagnostic study of possible food 
allergy in any allergic disease. This requires total 
exclusion of all eliminated foods during the period 
of study. Since adherence to the diet must be abso- 
lute and the diet must sometimes be continued for 
weeks or longer, the elimination diets used by the 
authors always contain adequate protein, calories, 

minerals and vitamins to maintain nutrition and de- 
sired weight. 


5. If the diet excludes all allergenic foods and 
food sensitivity is the sole cause of the disease 
present, some and at times all bronchonasal symp- 
toms will decrease or disappear in one to three 
weeks. Then the diet must be continued another 
two to six weeks until relief is assured. If no relief 
occurs in two to three weeks, then it must be as- 
sumed there is associated allergic sensitivity to in- 
halants or to foods that are in the prescribed diet 
or, rarely, to infectants. This presumes, of course, 
that the diet has been strictly followed. 


In regard to possible additional food sensitivity, 
it is well to suspect beef (especially if sensitivity to 
milk is proven or probable) as well as sensitivity 
to legumes, bacon, at times chicken, some or all 
vegetables or fruits, and infrequently white potato. 
After the patient is accustomed to eliminating foods 
as directed and encouraged by his physician through 
frequent conferences or letters, further cooperation 
with more restricted diets is usually obtainable if 
necessary. Thus, minimal diets containing lamb, 
tapioca, potato, sugar, salt, water, one or two vege- 
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tables and fruits, even lamb or beef, white potato and 
tapioca cooked with sugar and caramel flavoring, 
including up to 60 to 100 gm. of sugar, salt, water, 
and synthetic vitamins, may be justifiable for two 
to four weeks. With such foods taken in adequate 
amounts, if necessary between meals, nutrition and 
weight can be protected. 


In the authors’ experience, sensitivity to potato is 
infrequent. Potato is eaten one to two times daily, 
sometimes in large amounts, by many Americans, 
but apparently less often than in northern Europe, 
which may account for more frequent reported al- 
lergic reaction to potato there. 


The authors’ long recognition of the exaggeration 
of allergic reactivity to foods® in the winter months, 
often causing recurrent or persistent so-called head- 
colds or bronchitis as well as bronchial asthma, 
along with the improvement of such reactivity to 
foods in inland areas, explains some of the climatic 
effects on allergic disease recorded in the literature. 


Finally, the authors wish to restate the classical 
history of bronchial asthma due to sensitivity to 
foods,*:*78:11,12.13 especially in infants and young 
children. We have long reported regular attacks for 
two to five days, usually preceded or associated 
with nasal symptoms for four to twenty-four hours, 
with interim relief or slight symptoms between at- 
tacks, resulting from recurrently activated reaction 
to foods rather than from infection. Temporary 
exhaustion of the reacting bodies to causative foods 
after attacks best explains the interim relief in spite 
of the daily ingestion of allergenic foods. During 
the summer months,® attacks may be slight or ab- 
sent, permitting a liberalized diet in some patients. 
This is probably due to the beneficial effect of ultra- 
violet radiation in cases of allergic response to 
foods, especially in bronchial asthma. The strict use 
of the cereal-free elimination diet,?:*7:8 however, is 
necessary in the fall to late spring to prevent symp- 
toms. With the proper diet, tolerance for aller- 
genic foods may develop in children in from two 
to four years. Such tolerance less often develops in 
adults. 


Attention is also called to the typical history of 
perennial nasal allergic disease requiring adequate 
study of possible allergic sensitivity to foods as a 
cause. Nasal congestion, frequent blocking of the 
nose, varying degrees of watery and especially mu- 
coid discharge, aching and pressure in the nose and 
often in the antra, dull intraocular or frontal head- 
aches, perennial in occurrence but at times exag- 
gerated in the late fall, winter and early spring 
months, require the consideration of food sensi- 
tivity. The symptoms interfere with sleep and are 
active on arising, at times decreasing by noon and 
until late afternoon. Sneezing may or may not oc- 
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cur. Itching, which characterizes nasal sensitivity 
to inhalants, especially pollens, is absent, although 
tickling or crawling sensations may be present. The 
turbinates and nasal mucosa are edematous even 
to complete blockage. 

In the authors’ opinion, allergic sensitivity to 
foods is by far the major cause of recurrent nasal 
polyps, the necessity for surgical removal having 
been averted in many cases by the control of the 
allergic condition. 

X-ray films of the antra show moderate to pro- 
nounced mucosal edema or even polyps, and fre- 
quently there is opacity due to these findings and 
to lack of aeration. Skin reactions by the scratch 
method usually are negative to foods and inhalants. 
Slight reactions are often nonspecific. Definite re- 
actions to inhalants, if correlated with a history of 
probable allergic response to dust or other en- 
vironmental allergens, and especially probable sea- 
sonal reaction to pollens may require environmental 
control and desensitization therapy. Indeed it is to 
be kept in mind that in some cases reaction to in- 
halants may be the sole cause of nasal allergic 
disease. 

In bronchial asthma and perennial nasal allergic 
disease, therefore, food sensitivity should be studied 
when recurrent or persistent bronchial symptoms oc- 
cur. A dietary history of food dislikes or disagree- 
ments and a history of exaggeration of symptoms in 
the fall to early spring months, especially in bron- 
chial asthma, also suggest allergy to foods. If large 
scratch test reactions or a diet history suggests 
sensitivity to specific foods, eliminating them may at 
times give relief in from one to three weeks. Usually 
these reactions are absent or falsely positive, justify- 
ing a strict, adequate use of the authors’ standard- 
ized cereal-free elimination diet and at times other 
minimal elimination diets. Sensitivity to foods can- 
not be exonerated until after adequate—at times 
rather prolonged—study of food allergy with the 
patient’s full cooperation has been carried out. 

In all cases, the recognition and control of the 
equally important allergic reaction to inhalants, and 
of the infrequent bacterial allergic disease, are 
required. Along with the control of reactions to 
foods and inhalants, symptomatic relief by the usual 
drugs and at times the concomitant use of corti- 
costeroids, corticotropin, and especially prednisone 
or prednisolone is indicated. Use of such agents 
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can be reduced or discontinued as bronchial and 
nasal symptoms gradually decrease with antiallergic 
therapy. However, the use of hormones instead of 
adequate antiallergic study and treatment, with or 
without adjunctive drugs, is to be deprecated. Thus 
used they may do harm, the patient is deprived of 
the studies necessary for lasting relief, and they 
avoid the challenge the medical profession must 
continue to accept to discover underlying causes of 
allergic disease. 

As with diet therapy in diabetes and peptic ulcer, 
elimination diets must be used for more than one 
to three months and in more than a few patients®7'* 
to attain experience and facility in their use. 

2940 Summit Street, Oakland 9. 
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The San Francisco Earthquake and Fire 
Public Health Aspects 


WILLIAM W. STILES, M.D., M.P.H., Berkeley 


THIS YEAR is the golden anniversary of the San 
Francisco earthquake and fire. As we reflect on the 
medical and health problems of a cataclysm of fifty 
years ago, we should pay tribute to our valiant 
predecessors in the profession whose heroic efforts 
undoubtedly saved hundreds of lives then, and dur- 
ing this intervening half-century have saved thou- 
sands more from the curse of violence and disease. 
At the same time, we must pause to consider the 
present-day threats to our health and the many 
challenging medical problems that would face us in 
another disaster. 


Accounts of some of the medical and health prob- 
lems resulting from the San Francisco earthquake 
are well described in the official reports of the 
boards of health of the city and state for that year. 
Quoting the latter: “There were 709 deaths known 
to have resulted directly or indirectly from earth- 
quake and fire, distributed as follows: San Fran- 
cisco, 463; Santa Clara, 141; Sonoma, 72; Ala- 
meda, 12; and other counties 21. The deaths in 
Santa Clara County were mainly at Agnews State 
Hospital, and in Sonoma County mainly in the city 
- of Santa Rosa. Most of the deaths in Alameda 
County and other counties occurred among refugees 
from San Francisco suffering from fright or ex- 
posure.” 


There were many other deaths from diseases, 
which, at least in part, may be attributed to the 
chaos. For example, during the two weeks following 
the quake there were 547 known fatalities from ty- 
phoid fever in San Francisco. There was probably 
an even greater number because reporting was far 
from complete. One may surmise that this infection 
was on the rampage, for 250,000 of the 400,000 
residents of the city were rendered homeless. Quot- 
ing again: “The squares, public parks and vacant 
lots were packed with the stricken multitude, and 
without sanitary conveniences of any kind. Sick and 
well were confusedly packed together; water supply 
cut off; sewers broken and no protection from the 
elements, which were unusually severe for this time 
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of the year. . . . Uppermost in the mind of the Board 
[of Health] was the question of the water supply. 
. .. The Department [of Health] was in a dilemma. 
. . . Our means for the examination of water, milk 
and foodstuffs were totally destroyed, and a like 
condition existed in nearly every other available 
public or private laboratory, and analytical work 
seemed out of the question.” Great effort was made 
to render the water and milk supplies safe . . . “yet 
the number of [typhoid] cases daily increased. A 
review of the ground revealed that some other fac- 
tor was responsible for the continued spread of the 
disease. Inspection showed that the large public re- 
lief kitchens located in the camps were unscreened 
and open to the dirt, dust and invasion from flies; 
myriads of the latter were found in every portion of 
and upon everything in these kitchens. In many in- 
stances latrines were not far distant; and these were 
likewise uncovered and unscreened. Investigation 
and inquiry proved that many refugees were care- 
less in the disposal of excreta, throwing it on adja- 
cent surface soil. This became an added menace, as 
quite a number of the cases were of the ambulatory 
type. From one such patient, whose tent was in Gar- 
field Square, were traced twelve cases. 

“A serious difficulty confronted the city at this 
time in that the Sanitary Reduction Works, where 
all garbage had previously been incinerated, was a 
total wreck. For a period of ten days the city’s gar- 
bage was taken to the burned district, and an effort 
made to incinerate it; this, however, proved unsuc- 
cessful, and finally arrangements were completed 
for its disposal at sea by means of barges. An aver- 
age of seven hundred loads were removed daily. 
Considering the destruction of the system of the 
disposal of garbage, the entire population cooking 
in the streets, these streets filled with debris of all 
kinds, teams and wagons difficult to hire, a stupen- 
dous task was undertaken and accomplished in 
meeting and successfully coping with the above con- 
ditions. 

“For the first twelve days after the earthquake 
and fire there were 509 dead animals removed from 
various parts of the city, including the burned 
area. These were incinerated. During the succeeding 
months to date, over seven hundred dead horses 
have been disposed of in like manner. 
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“On April 18 there were sixty-five cases of variola 
in the Isolation Hospital, and seven or eight patients 
quarantined in private houses. The number of cases 
of diphtheria, scarlet fever and measles were com- 
paratively small. The typhoid fever cases numbered 
seven, apparently a very low record and due to the 
fact that reports of this disease are seldom received 
from the profession. As already stated, a rigid in- 
spection was inaugurated at the outset to locate and 
place under control the developed cases, and every 
effort exhausted to track and keep under observa- 
tion, the contacts. With people quartered in every 
available park, lot or street, and hundreds crowded 
in basements, stables and like places, the task was 
tremendous. Personal responsibility and thought of 
self were submerged, no doubt due to the terrors 
they had faced or the losses sustained. Another 
source of menace was a class of misguided people 
who have no faith in the doctrine of Aesculapius, 
but treat their sick after the manner of dogma. Illus- 
trative of this is the case of a refugee living on 
Page Street, who was by chance found in the street 
suffering with variola, and in the advanced stage of 
desquamation. At this time he was engaged in ped- 
dling doughnuts in the various camps. He was quar- 
antined in his residence, but too late, for not only 
did every one of the fifteen inmates, all of the same 
cult, fall victim to this disease, but forty other cases 
are directly traceable to him.” 

In retrospect, one may conclude that conditions 
following the earthquake and fire were as primitive 
as the military battlefields of those days. Then the 
army lost ten times as many soldiers from disease 
as from battle injury. If the same ratio existed in 
San Francisco following the earthquake and fire 
there must have been about 5,000 deaths from dis- 
ease in addition to the 463 killed outright. 

Without doubt, the fate of untold others would 
have been similar had it not been for the heroic 
efforts of the medical profession: 

“The day following the commencement of the 
fire, a thorough organization for the protection of 
health was formed. Col. George H. Torney, Deputy 
Surgeon-General and a thorough sanitarian and 
organizer, represented the U. S. Army; Drs. James 
W. Ward (president), Simon, Harrison, Hassler, 
and Ragan, the City Health Commission; Drs. Mar- 
tin Regensburger and N. K. Foster, the State Board 
of Health; and Dr. Sawtelle, the U. S. Public Health 


and Marine Hospital Service. 


“Dr. Ward, as president of the City Health Com- 
mission, was given full power to control sanitary 
measures, and the control could not have been put 
into. abler or more willing hands. Long before the 
fire was out, headquarters were established in 
Golden Gate Park, hospitals started, the city dis- 
tricted and each put under a responsible chief, the 
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camps were patrolled and inspected, toilets were 
established, and plans formulated for concentration 
in a single camp. As rapidly as possible a house-to- 
house inspection was made, all garbage cleaned up, 
people removed from unhealthful localities to those 
better adapted to their needs, and instructions is- 
sued about how to protect the healthfulness of the 
individual and camp. Cleanliness was insisted on 
and an earnest effort made to prevent the pollution 
of the soil.” 

We might take a moment to review the health 
record of San Francisco today as compared to 50 
years ago. During this interval, the population of 
the city has doubled (785,000 as of July 1, 1954). 
The life expectancy at birth has increased from 50 
to 67 years. Meanwhile, the crude death rate per 
thousand per annum has fallen from 17.0 to 11.6. 
Deaths from typhoid, diphtheria and smallpox have 
been reduced to zero. The death rate from tuber- 
culosis has been reduced to about one-tenth of what 
it was. Even the death rates from the ordinary 
forms of violence have been curbed appreciably: 
Accidents, 100 to 61.1; suicides, 35 to 25.4; homi- 
cides, 15 to 4.8. 


These and many other evidences of a healthier 
and longer-lived population are due to the great 
technical advances which have been made in the 
medical and health sciences since 1906. Then car- 
bolic acid, introduced by Lister, was used for almost 
every antiseptic need. Now there are hundreds of 
effective disinfectants that have specialized uses. 
The chlorination of water, just being recognized at 
the turn of the century, today is accepted as an es- 
sential for the control of typhoid and other water- 
borne diseases. The campaign for “no spitting in 
public places” that was begun in those early days 
has been paying dividends ever since by reducing 
tuberculosis and other infectious diseases. In 1902 
Landsteiner observed blood types or groups; ten 
years later several other scientists found the anti- 
coagulants. These discoveries made transfusions 
possible and laid the foundations for the extensive 
use of blood, plasma, blood derivatives and substi- 
tutes in present-day surgical and medical emer- 
gencies. The active immunization against tetanus, 
which is common practice now, depended upon the 
discovery of toxoid by Ramon in 1923. The sulfona- 
mides and antibiotics, which are so effective against 
a wide variety of infectious diseases, date from 
1937. These and hundreds of other discoveries 
would seem to give us the technical “know-how” to 
meet almost any medical emergency today. 

Nevertheless, we must pause and ask ourselves if 
we are really prepared for another disaster like that 
of April 18, 1906. One hesitates to answer conclu- 
sively. Our hospitals are just beginning to develop 
adequate disaster plans, and few have put them to 
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any sort of test. Coordinated efforts of medical and 
health agencies are still in the formulative stage. 
Education and training for the care of mass casual- 
ties is just beginning to perfuse the curricula of 
professional schools. There are still many ancillary 
medical workers who have received no formal in- 
struction in first aid at all. We must confess that we 
are not as well prepared as we should be to meet 
these great natural disasters, much less to meet the 
catastrophic disasters of war. : 

No doubt, our failure to develop complete and 
effective organizational programs is the result of 
human frailties which we have not been able to 
alter materially during the last half century. There 
is still a pressing need to improve our intraprofes- 
sional and interprofessional relationships, and a 
need to replace petty jealousies and selfish interests 
with friendly cooperation and understanding. There 
will always be a need for the same kind of stuff that 
characterized some of the heroes of those trying 
bygone days. An editorial in the California State 
Board of Health Bulletin of April 1906, had this to 
say about one of them: “Dr. Ragan, Health Officer 
of San Francisco, claims to have made a great scien- 
tific discovery. It is nothing less than a ‘sleeping 
sickness serum.’ He warrants that one dose properly 
administered will remove all disposition to sleep 
and keep the patient at work for twenty hours a 


day. He says that the long hours of faithful work 
performed by the San Francisco Health Commis- 
sion were due to its use. They certainly did the 
work, but we have an idea that the doctor’s serum 
consists of a deep interest in the health of the 
people. At any rate, Doctor, the Bulletin is at your 
disposal to inform the world of the truth, and if 
you succeed in inoculating every health officer with 
the same energy and success as were shown in San 
Francisco you will gain the gratitude of the people 
of the state.” 

Let us here and now rededicate ourselves to the 
remaining tasks. Thus, as we commemorate one 
grim golden anniversary in this Golden State of 
ours, may we also make the most of these peaceful 
“normal times” which are our golden opportunity 
to prepare for any eventuality. 


University of California School of Public Health, Berkeley 4. 
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Coexistent Coccidioidomycosis of the 
Meninges and Pulmonary Cavitation 
Due to Coccidioides 


WILLIAM NILSSEN, JR., M.D., San Francisco 
LOREN O. YAUSSY, M.D., Bakersfield 


THE FOLLOWING CASE is presented not as a refuta- 
tion of existing opinion as to the good prognosis of 
coccidioidomycosis when pulmonary cavitation oc- 
curs, but rather because it is one of the few excep- 
tions. Coccidioidal meningitis was associated in the 
dissemination. 


CASE REPORT 


A 28-year-old Caucasian man, foreman of a ranch, 
was referred to the contagious unit of Kern General 
Hospital, September 12, 1954, with chief complaint 
of generalized headache and stiff neck of one week’s 
duration. Nausea and vomiting had been present for 
four or five days and the patient could retain only 
liquids. A specimen of spinal fluid examined by the 
referring physician on the day of admission con- 
tained 720 cells per cu. mm., the majority lympho- 
cytes. The patient was lucid and had no other com- 
plaints. Born in Oklahoma, he had come to Kern 
County in 1931. In 1944 he had had a cranial frac- 
ture, with loss of consciousness, and apparently had 
recovered completely. 

The patient was well developed and slender. Loss 
of weight was evident and the patient appeared to 
be both acutely and chronically ill. There was pro- 
nounced nuchal rigidity and the knee jerks were 
exaggerated but no other neurological abnormalities 
were noted. The lungs were clear and no abnor- 
mality was observed in an x-ray film of the chest. 

The patient was placed at complete bed rest and 
fluids were infused by vein the first day. On the 
second day the patient was able to retain a liquid 
diet and on the third day was placed on a regular 
diet and was asymptomatic. A specimen of spinal 
fluid obtained on the fourth day contained 448 cells 
per cu. mm.—88 per cent lymphocytes. The total 
protein content was 122 mg. per 100 cc. and the 
sugar content 40 mg. per 100 cc. There was no 
growth on a culture of the material. On the fifth day 
the patient felt well and, insisting that he could lie 
in bed as well at home as in the hospital, he returned 
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home under the care of the physician who had had 
him admitted to hospital. Five days later the patient 
was readmitted in a state of confusion and lethargy 
with episodes of vomiting. These conditions had be- 
gun earlier that day. The temperature was 99.2° F. 
Blood pressure was 110/60 mm. of mercury. The 
lungs were clear to auscultation. There was pro- 
nounced nuchal rigidity but no other neuromuscular 
abnormality. The spinal fluid-was slightly cloudy 
and the pressure was elevated. The cell content was 
496 per cu. mm.—72 per cent lymphocytes. The 
total protein content was 161 mg. per 100 cc. and 
the sugar 24 mg. per 100 cc. No organisms were seen 
on microscopic examination and none grew on a 
culture. 

The following day the patient was much improved 
and was able to eat a regular diet. The low-grade 
fever persisted. He was given streptomycin, 1 gm. 
daily for two weeks, and para-aminosalicylic acid 
12 gm. daily for one month. From then until Octo- 
ber 4 the patient had periods of confusion, and from 
that date on he was never rational. At times he 
would answer questions correctly, but with no evi- 
dence of comprehension. He slept a great deal of the 
time. 

On October 6 spinal puncture was done and the 
pressure was 230 mm. of water. The fluid was 
slightly cloudy. It contained 280 cells per cu. mm.— 
90 per cent lymphocytes. The total protein content 
was 132 mg. per 100 cc. and the sugar content 27 
mg. per 100 cc. No organisms were seen micro- 
scopically and none grew on routine culture or on 
Sabouraud’s media. The gold curve was 0002343100 
and the result of a Wassermann test was negative 
for syphilis. In an x-ray film of the chest (Figure 1) 
a cavity 8 cm. in diameter was observed in the apex 
of the left lung. 

On October 7 the patient had a sudden acute epi- 
sode, with right facial paralysis, spasticity in the 
right arm and leg and hyperactive reflexes in both 
arms and the right leg. Babinski’s sign was present 
on the right. The skin was clammy. The following 
day none of these abnormalities was present. 

After October 13 the patient began to have pro- 
jectile vomiting and Levin-tube feeding became nec- 
essary. 

At about this time pellicle formation typical of 
Coccidioides immitis was noted in a specimen of 
spinal fluid that had been aspirated October 6, and 
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Figure 1.—X-ray of chest showing typical thin-walled 
tension cavity in the left apex. 


allowed to incubate at room temperature in a stop- 
pered glass tube. 

The patient became progressively worse, with 
weight decreasing and lethargy increasing. The tem- 
perature gradually became higher (up to 103° F.) 
and respirations increased to 60 per minute. In an 
x-ray film of the chest taken November 4, no change 
in the tension cavity was noted. On November 16 
there were rales present in both lung bases. No 
change was observed roentgenographically. The pa- 
tient died November 23. 

Early in this patient’s illness several diagnoses 
were considered including the encephalitides, coc- 
cidioidal meningitis and tuberculous meningitis. 
With those in mind numerous laboratory studies 
were done. Results of first and second strength 
Manitoux skin tests were negative. A first strength 
skin test with coccidioidin on September 29 was 
negative, a second strength on October 4 was equiv- 
ocal and when repeated on October 18 was strongly 
positive. Gastric contents obtained on October 12, 
13 and 14 were negative on culture for acid-fast 
bacilli. Specimens of gastric contents obtained on 
those days were all positive on November 30 for 
Coccidioides immitis. Virologic studies done at the 
California State Laboratory on specimens of blood 
obtained September 13 and October 1 for Western 
equine encephalitis, St. Louis encephalitis, lympho- 
cytic choriomeningitis, and mumps _ encephalitis 
were all negative. Coccidioidal complement fixation 
tests done October 5 gave a reaction of 4 plus in 
dilutions up to 1:16 and equivocal reaction in 1:32 
dilution. Results of precipitin tests were negative. 
Similar tests were done on October 13 and 26 and 
the results were the same except that on the latter 
date the complement fixation was 4 plus in 1:32 
dilution. Serologic tests were done by the laboratory 
of the University of California School of Public 
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Figure 2.—Cavity measuring 7 cm. in diameter in apex 
of the left lung. 
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Figure 3.—Brain showing cavity in the inferior surface 
of the right temporal lobe. 


Health also. Complement fixation was 4 plus through 
1:16 dilution and 2 plus in the 1:32 dilution. Results 
of precipitin tests were negative. Blood cell counts 
throughout the illness were within normal limits 
except for an elevation in the number of leukocytes. 
The proportion of eosinophils was normal. Except 
for an occasional leukocyte, no abnormalities were 
noted in the urine at any time. The blood urea nitro- 
gen, sodium and potassium were normal each time 
determined. Total protein content also remained 
normal, with albumin 5.2 gm. and globulin 2.4 gm. 
per 100 cc. 


Most of the treatment was supportive. However, 
after the specimens of gastric contents were obtained 
and pending the cultures it was decided to give 
streptomycin and PAs. 


At postmortem examination the following obser- 
vations were made: The right lung weighed 450 gm. 
and the left lung 620 gm. There were pleural adhe- 
sions bilaterally—more so on the right. There was 
a cavity 7 cm. in diameter in the apex of the left 
lung (Figure 2). 
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The brain was edematous and weighed 1,320 gm. 
There was a cavity (Figure 3) in the inferior sur- 
face of the right temporal lobe, and the pia arach- 
noid was thickened in the region of the pons. The 
ventricles were not enlarged and there were no 
anomalies of the circle of Willis. There was no 
evidence of hemorrhage and no purulent material 
was present. 

In microscopic study of sections of the lung it was 
noted that several bronchi had foci of lymphocytes 
at the periphery. There was an increase in connec- 
tive tissue in several places and granulomata were 
present. In some of the latter there was caseation 
necrosis in the center. Giant cells of Langhans type 
were also found in the granulomata. Spherules were 
seen in specially stained preparations. 

A few granulomata with Langhans giant cells 
were found in the fibromuscular stroma of the pros- 
tate, and spherules were also seen in the gland in 
specially stained preparations. The pia arachnoid of 
the cervical cord was infiltrated with lymphocytes 
and several granulomata were present. A spherule 
with endospores was seen in the connettive tissue 
near a Langhans giant cell. There was congestion 
of the intrinsic blood vessels and dilation of the peri- 
vascular spaces of the cerebellum and similar find- 
ings of granulomata in the pia arachnoid. In the right 
temporal lobe of the brain there was a large area 
of liquefaction necrosis. Granulomata were observed 
in the pia arachnoid. There were also spherules with 
endospores and Langhans giant cells. Granulomata 
were noted in the choroid plexus of the midbrain 
and there was widening of the perivascular spaces 
and congestion of the intrinsic vessels. 


Congenital Hepatomegaly 


Report of a Case 


LEO van der REIS, M.D., 
ALBERT G. CLARK, M.D., and 
VICTOR G. McPHEE, M.D., San Francisco 


In most of the reported cases of congenital anoma- 
lies of the liver the abnormality is in the number of 
lobes; rarely, cases of accessory livers are reported. 

Congenital anomalies are related to a disturbance 
of the normal embryological growth. Normally the 
primordial outgrowth destined to become the secre- 
tory and duct system of the liver, together with the 
gallbladder, arises ventrally from the entodermal 
lining of the gut and is known as the hepatic diver- 
ticulum. As the hepatic tubules grow in size and 
number, they extend between the two layers of the 
splanchnic mesoderm, which constitutes the ventral 
mesentery at this level. As growth continues, the 
two layers are separated over the surface of the 
liver and give rise to the fibrous connective tissue 
capsule of the liver, as well as to the interstitial con- 
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Coccidioides immitis did not grow on cultures of 
material from the brain. 


DISCUSSION 


As far as could be ascertained there are in the 
literature only two cases in which coccidioidal pul- 
monary cavitation and coccidioidal meningitis were 
coexistent. Jenkins and Postlewaite' reported one 
case and mentioned another reported by Smith, 
Beard and Saito.? There seemed to be nothing in the 
present case that would help explain why pulmonary 
cavitation and dissemination of coccidioidomycosis 
rarely are concomitant. 


SUMMARY 


A fatal case of coccidioidal meningitis with co- 
existent coccidioidal pulmonary cavitation is pre- 
sented. Positive reaction to coccidioidin skin tests, 
positive complement-fixation on coccidioidal sero- 
logical tests and microscopic findings of spherules 
with endospores in the pia arachnoid substantiated 
the diagnosis. Negative results of viral serological 
examinations of Manitoux skin tests and cultures for 
acid-fast bacilli helped to rule out tuberculosis and 
the viral encephalitides. 

422 Vernon Street, San Francisco 27 ( Nilssen) . 
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nective tissue of the liver lobules and smooth muscle 
layers of the duct system. 

One of the congenital anomalies of the liver, 
Riedel’s lobe, was described by Riedel® in 1888 as a 
“tongue-shaped projection descending from the an- 
terior surface of the anterior margin of the right 
lobe of the liver to below the umbilicus.” Unlike 
appendicular lobes of other types, Riedel’s lobe is 


‘always associated with gallbladder enlargement. 


Accessory livers have been described in the pleural 
cavity,” in the greater omentum, in suspensory liga- 
ment® and in an amniotic hernia at birth.! 

Another anomaly of the liver, heteroptosis, was 
described by Eppinger? as a phenomenon similar to 
a “floating” spleen or kidney. In this condition the 
degree of ptosis may vary widely. In almost all 
cases of heteroptosis, relaxation of the anterior ab- 
dominal muscles, with some degree of diastasis of 
the recti muscles, is present. Herniation of the liver 
mass through the anterior abdominal wall has been 
observed in some cases, and displacement of other 
abdominal organs may occur. In the majority of 
cases, the liver is freely movable and can easily be 
returned into its normal position beneath the dia- 
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phragm, while the mass tends to slide down again 
on deep inspiration. 

Most anomalies of the liver do not cause symp- 
toms, but are observed at autopsy. In cases in which 
symptoms do occur, they may vary from acute ab- 
dominal signs to the presence of a nontender, freely 
movable mass in the abdomen. In the case here re- 
ported they were of the latter order. 


REPORT OF A CASE 


A 2-year-old boy was observed ,by one of the 
authors because of poor eating habits. On examina- 
tion a mass was felt in the left upper quadrant of the 
abdomen. The mother had not noticed this mass. 

The patient was of normal growth and develop- 
ment for his age. The skin was pale, and it was 
noted that the skin became mottled when the child 
stood for a short time. The chest was of the funnel 
type, with pronounced flaring of the diaphragm. 
The abdomen was protuberant. Some diastasis of 
the recti muscles was present. The mass in the left 
upper quadrant of the abdomen was sharply defined 
and freely movable. It extended from approximately 
2 cm. to the right of the midline at the right costal 
margin to a point approximately 4 cm. above the 
left iliac crest. Upon application of slight pressure 
in the left costovertebral area, the outline of the 
point of the mass pressing against the anterior ab- 
dominal wall could be seen. 

Erythrocytes numbered 4,120,000 per cu. mm. of 
blood and the hemoglobin content was 12.0 gm. per 
100 cc. Leukocytes numbered 11,400 per cu. mm. 
Cell fragility was within normal limits. The platelet 
count was 271,000 per cu. mm. The serum protein 
content was 6.2 gm. per 100 cc., and the albumin 
globulin ratio was 4.2:2. No abnormality was noted 
in biopsy of a specimen of bone marrow. Results of 
urinalysis were, within normal limits. Upon pyelo- 
graphic examination a bifurcate kidney and double 
ureter on the left were observed, and a configura- 
tion interpreted as an “unsuccessful” attempt at 
doubling on the right. Renal function appeared to 
be good. A gastrointestinal study with barium 
showed an essentially normal upper gastrointestinal 
tract and the presence of a large mass covering 
almost half of the left lumbar area. No esophageal 
varices were seen. No displacement or pressure on 
other organs was noted in the x-ray studies. The 
absence of the hepatic shadow on the right side of 
the abdomen was commented upon. 

Exploratory laparotomy was done and the left 
lobe of the liver was found to extend across the en- 
tire abdomen from the midline to 5 cm. below the 
left costal margin. The right lobe was extremely 
small and extended for only 2 cm. to the right of 
the midline. The ligamentous attachments were in 
normal position. The gallbladder was also in its 
normal place, but was enlarged. From the left mar- 
gin of the left lobe, a tongue-like projection was 
found, extending downward as far as the left iliac 
crest. Biopsy of specimen of the liver was done and 
no abnormality was noted. No other abnormalities 
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were found at the time of exploration of the peri- 
toneal cavity. The patient did well postoperatively 
and was discharged from the hospital. 


SUMMARY 


The case presented is one of congenital hepato- 
megaly in which the left lobe of the liver was en- 
larged and had an appendicular lobe attached to it. 
The conditions were similar to those described by 
Riedel,® except that the hepatic anomalies were on 
the left instead of on the right side of the abdomen. 
In addition, a bifurcate kidney and double ureter 
were present on the left side. 

74 San Jacinto Way, San Francisco 27 (van der Reis). 
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Paraffinoma of the Penis 


JAMES A. MAY, M.D., and 
PAUL P. PICKERING, M.D., San Diego 


INJECTIONS OF PARAFFIN were first done on organs 
of the male urogenital tract. Gersuny® began the 
practice in 1899 by injecting paraffin into the 
scrotum to replace testicles removed because of 
tuberculosis. Successful results were reported. Later, 
paraffin injections were used to advantage in the 
treatment of urinary incontinence; the vesical mu- 
cous membrane was infiltrated with paraffin. The 
procedure was adopted widely and was extended 
to include injections for hernias, atrophic rhinitis, 
cleft palate, permanent separation of divided nerves, 
and to improve or alter facial deformities. 
Heidingsfeld* in 1906 first described tumors re- 
sulting from paraffin injections. Quérnu and Pérol® 
summarized six cases of paraffinoma of the penis 
from the foreign literature. In five of the six cases 
the tumors were caused by vaseline injections given 
to enlarge the penis. All five patients lost erective 
power, probably because of the inelastic sclerotic 
shell of fibrous tissue which developed. In 1949, 
a case of paraffinoma of the penis was reported by 
Bradley and Ehrgott.'! This was believed to be the 
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Figure 1—The penis irregularly encased in paraffin, 
approximately one and one-half centimeters in thickness. 


result of external application of petrolatum asso- 
ciated with occupational exposure to cutting oil. In 
the American literature there were no reports of 
paraffinoma owing to purposeful injection. In the 
eighth chapter of Urological Oddities,’ reports of 
95 bizarre phallic conditions are cited, but none of 
paraffinoma is mentioned. 

The case here reported is that of an extensive 
paraffinoma of the entire penile shaft. The patient, 
a 37-year-old white man, sought medical evaluation 
of a paraffin implant under the skin of the penis. 
At the age of 30 the patient had consulted a phy- 
sician about premature ejaculation on intercourse. 
He had had various treatments for the condition 
without success. The physician suggested a paraffin 
injection into the penis and the patient said the 
injection was done in one operation. The paraffin 
was melted, placed in a syringe with a large needle, 
and forced under the penile skin. It encased the 
penis above Buck’s fascia and underneath the skin. 

The patient said that thereafter erection was un- 
satisfactory and painful, and premature ejaculation 
was not relieved. The chief complaints at the time 
he was observed by the authors, six years after the 
paraffin “treatment,” were of pain on erection, diffi- 
cult intercourse, decided deformity of the penis and 
fear of cancer. 

On physical examination the penis was noted to 
be abnormally large in circumference (Figure 1). 
It was hard and firm to touch and painful on 
heavy palpation. The skin was depigmented in many 
areas. The paraffin irregularly encased the entire 
shaft of the penis. This encasement measured ap- 
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Figure 2—The denuded shaft of the penis inserted into 
the surgical pocket of the scrotum. 


Figure 3—The penis lifted out of its scrotal bed, with 
completion of the pedicle graft and scrotal closure. 


proximately one and one-half centimeters in thick- 
ness and caused grotesque penile deformity. There 
was no enlargement of the inguinal lymph nodes. 
A diagnosis of paraffinoma of the penis was made. 
The first procedure in a two-stage skin graft, 
utilizing the anterior surface of the scrotum after 
the method of Reich,® was carried out. The entire 
penis was completely denuded of skin, and approxi- 
mately one and one-half centimeters of normal skin 
remaining at the base of the penile shaft was pre- 
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Figure 4.—Numerous foreign body giant cells present 
in the tissue excised from the penis. 


served. Following denudation of the penile shaft, 
transverse incisions were made at the proximal and 
terminal ends of the scrotal sac. The entire skin 
between these incisions was undermined and the 
denuded shaft was inserted into the surgical pocket 
(Figure 2). The skin margins of the scrotum were 
then approximated to the cut skin edges at the base 
and the end of the penis. Mattress sutures were 
placed through and through the skin under the shaft 
and were tied over rubber tubes. This maintained 
the scrotal skin in direct approximation over three- 
fourths of the penile surface. 

Eight weeks later the second stage of the opera- 
tion was done. Parallel longitudinal incisions were 
made in the scrotum, lateral to the outer borders 
of the imbedded shaft. The penis was lifted out of 
its scrotal bed, and the skin flaps were approximated 
under the shaft, thus completing the pedicle graft. 
The scrotum was closed along the midline without 
difficulty (Figure 3). 

The pathological report of the excised tissue 
noted that the dermis was occupied by a series of 
lipoid spaces. These spaces were surrounded by 
histiocytes, with dense overgrowth of acellular scar 
tissue. Some of the spaces showed characteristic 


staining with Sudan IV, and some did not—the 
latter being typical of lipoid hydrocarbons. There 
were numerous foreign body giant cells present 
(Figure 4). 

The tissue was subjected to chemical extraction 
and analysis. The appearance of the alcohol-treated 
lipid was quite similar to that of paraffin, but on 
appearance alone it might have been white beeswax. 
The nonsaponifiable fraction proved to be prac- 
tically insoluble in cold alcohol, and only slightly 
soluble in boiling alcohol. The melting point was 
38° to 40° C. before treatment with alcohol, and 
40° to 42° C. after treatment. The relative insolu- 
bility in hot alcohol and the low melting point are 
characteristic of paraffin, since it is insoluble in 
water or alcohol and usually melts around 50° C. 
It is also available with higher or lower melting 
points. Beeswax is soluble in hot alcohol and melts 
at 62° to 65° C. 

When the patient was last observed the penis was 
completely covered with normal skin, free of paraf- 
fin, and it was a normally functioning organ. Be- 
cause of the skin used from it, the scrotum was 
smaller than before, but was entirely adequate. 


SUMMARY 


In a 37-year-old male with paraffinoma of the 
penis, the principal symptoms were pain upon 
erection, grotesque appearance, difficult intercourse 
and fear of cancer. At operation the penile shaft 
was denuded to free it of skin infiltrated with paraf- 
fin, and Buck’s fascia was exposed from the glans 
to the base of the penis. Repair was effected by a 
two-stage procedure. The penis was buried under 
the scrotal skin and after eight weeks the shaft, with 
the attached scrotal skin, was released. The opera- 
tive procedure was successful and the patient had 
a satisfactory result. 

2001 Fourth Avenue, San Diego 1. 


REFERENCES 


1. Bradley, R. H., Jr., and Ehrgott, W. A.: Paraffinoma 
of the penis; case report, J. Urol., 65:453, March 1951. 

2. Dakin, W.: Personal communication. 

3. Gersuny, O.: Uber eine subkutane prothese, Ztschr. f. 
Heilkunde, 9:1, 1900; cited by Bradley, R. H., Jr., and 
Ehrgott, W. A.: Paraffinoma of the penis; case report, J. 
Urol., 65:453, March 1951. 

4. Heidingsfeld, M. L.: Histopathology of paraffin pros- 
thesis, J. Cutan. Dis., 24:513, 1906; cited by Bradley, R. H., 
Jr., and Ehrgott, W. A.: Paraffinoma of the penis; case 
report, J. Urol., 65:453, March 1951. 

5. Quérnu, J., and Pérol, E.: Paraffinomas of the penis, 
J. chir. Par., 63:345, 1947. 

6. Watson, F. S., and Cunningham, J. H.: Diseases and 


surgery of the genitourinary system, Philadelphia, Lea and 
Febiger, 1908. 


CALIFORNIA MEDICINE 














MEDICINE 


For information on preparation of manuscript, see advertising page 2 





DWIGHT L. WILBUR, M.D. ‘ Editor 
ROBERT F. EDWARDS Assistant to the Editor 


Executive Committee—Editorial Board 
FRANK A. MacDONALD ........-.- Sacramento 


DONALD A. CHARNOCK, M.D. . . Los Angeles 
DONALD D. LUM, M.D. . . Alameda 
IVAN C, HERON, M.D. . San Francisco 
JAMES C,. DOYLE, M.D. . Beverly Hills 


. San Francisco 


ALBERT C. DANIELS, M.D. ” ofc). 
e - San Francisco 


DWIGHT L. WILBUR, M.D. 








Hospital Accreditation 


For many years the American Medjcal Associa- 
tion, through its Council on Medical Education and 
Hospitals, performed a valuable public and profes- 
sional service in inspecting and evaluating the hos- 
pitals of the country. The purpose of such evaluation 
was primarily to improve standards of medical and 
hospital care and to qualify hospitals for intern and 
resident training. In 1920 the American College 
of Surgeons began a similar inspection and rating 
service the purpose of which was “to create in the 
hospital an environment which will assure the best 
possible care of the patient.” 


These two programs operated side by side—and 
in great harmony—for 31 years. Then, in 1951, the 
American College of Surgeons determined that the 
costs of inspection and rating were too heavy and 
announced the discontinuance of its program. 


With this announcement the entire burden of 
hospital inspection and accreditation fell on the 
shoulders of the A.M.A. despite the fact that other 


bodies were deeply concerned with these services. 


In December, 1951, a joint effort was created in 
the form of the Joint Commission for the Accredita- 
tion of Hospitals. The participating bodies were the 
A.M.A., the A.C.S., the American College of Physi- 
cians, the American Hospital Association and the 
Canadian Medical Association. These five organiza- 
tions agreed to share a joint budget, apportioned 
in varying shares, and to work together for the 
maintenance of sound standards and the continua- 
tion of a system of hospital accreditation. The in- 
terest of the hospitals in this program is indicated 
by the fact that the American Hospital Association 
agreed to underwrite seven-twentieths of the budget. 
The A.M.A. took on another six-twentieths, the 
American College of Surgeons and American Col- 
lege of Physicians agreed to handle three-twentieths 
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each and the Canadian Medical Association one- 
twentieth. 

The Joint Commission apportions its voting 
strength on the same basis as its financial support, 
and each organization names its own commissioners 
to serve on the 20-man board. 

Since the formation of the Joint Commission in 
1951 several problems have arisen to plague one or 
another of the several groups represented. Physi- 
cians have voiced their dissatisfaction with some of 
the regulations of the commission, and hospitals 
have had their own criticisms. It early became ap- 
parent that the original combination of require- 
ments, rules, regulations, etc., of five different 
groups had to be compromised into one workable 
set of rules to govern all. As often happens in com- 
promises, inequities for one or another participant 
arise and, in time, become aggravated. 

This is exactly what happened in the American 
Medical Association a year ago, when six resolu- 
tions, each from a different state, were presented 
to the House of Delegates. Each resolution sought to 
correct a specific alleged deficiency in the Joint 
Commission program. 

The A.M.A. House of Delegates decided, without 
controversy, that the subject was so broad that 
special study was needed. Accordingly, a special 
committee was named a year ago to study all facets 
of the hospital accreditation program, especially 
those brought out in the resolutions before the 
House. This committee was instructed to report back 
to the A.M.A. House of Delegates. 

That report was brought in prior to the June 
A.M.A. meeting and its recommendations were acted 
upon in an atmosphere of both relief and com- 
mendation. It was evident that the members of the 
House were agreed upon the thorough manner in 
which the special committee had surveyed the prob- 
lem and upon the recommendations made to meet 
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the several situations which had aroused the rash 
of resolutions a year earlier. It was particularly noted 
that the special committee had reported that while 
it did find some dissatisfaction with the functions of 
the Joint Commission, the dissatisfaction was “not 
as widespread geographically as the committee had 
been led to believe” and that, moreover, much of the 
criticism was based on misunderstanding and mis- 
information. 

Without enumerating the 17 recommendations of 
the special committee—all approved by the House— 
it is worth pointing out the effect of some of the 
more important items. 

First, the committee recommended that the ac- 
creditation of hospitals be continued. It also recom- 
mended that general practice sections in hospitals 
should be encouraged. It stated that the Joint Com- 
mission should not be a punitive body and should 
not concern itself with the number of hospital staffs 
to which a physician might belong. 

On the administrative side, the committee made 
recommendations which permit the smaller hos- 
pital to maintain high standards without having 
to operate on a comparable basis with the larger 
metropolitan hospitals. It likewise urged that the 
hospital inspectors, heretofore employed by their 
respective bodies, become the employees of the Joint 
Commission and that they be under the Commis- 
sion’s supervision. At present, these inspectors are 
employed by the several member organizations and 
apparently most of them feel a loyalty to their own 
groups, which may not be in the best interests of the 
combined effort. The special committee called atten- 
tion to the fact that adoption of its recommendations 
would have no bearing on the inspection for approval 
for residencies and internships, which still will be a 
function of the A.M.A. only. 


One additional recommendation of great im- 
portance to physicians is worthy of a verbatim re- 
port. It says: “Staff meetings required by the Joint 
Commission are acceptable but attendance require- 
ments should be set up locally and not by the Com- 
mission.” This recommendation, if adopted by the 
Joint Commission, would free many physicians 
from compulsory attendance at staff meetings which 
might, in accordance with the particular situation, 
be completely superfluous—neither administratively 
nor scientifically worth the time required of those 
forced to attend. Here, if final approval is given, 
will be the green light for hospitals and their staffs 
to set up attendance requirements based on actual 
needs and merits rather than on arbitrary standards 
demanded by “foreigners.” 

In addition to the approved recommendations of 
the special committee, the A.M.A. House of Dele- 
gates approved further suggestions of its reference 
committee, which would urge the Joint Commission 
to study the problems of the general practitioner on 
hospital staffs and to assure hospital privileges to 
staff members in accordance with their demon- 
strated ability and qualifications. 

It should be borne in mind that these recom- 
mendations are only those approved by the A.M.A. 
House of Delegates. They must still be transmitted 
to the Joint Commission on Accreditation of Hos- 
pitals and must be approved by that body before 
they can become effective. However, with physicians 
holding 13 of the 20 voting posts on the Joint 
Commission, it would seem likely that final ap- 
proval of these suggestions will be given. When and 
if such approval is voted, local autonomy will have 
gained a further foothold and a more realistic ap- 
proach to hospital accreditation will have been born. 
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Letters to the Editor... 


EVERY ENCROACHMENT upon the ethical practice of 
medicine, no matter what specialty is involved, 
eventually acts to the detriment of both profession 
and public. Attention is, therefore, called to the 
mode of operation of lay allergy testing labora- 
tories and allergy consultation services. 

To understand the objections to such laboratory 


practices and services, one must be aware of the 


methods and practices employed by the allergy spe- 
cialist. A careful allergy history is first taken, fol- 
lowed by a complete physical examination, includ- 
ing necessary laboratory tests. If allergy tests are 
deemed advisable, the type, number, and assortment 
are planned for the individual. These tests are per- 
formed by the physician himself or by a trained 
assistant under his direct supervision, employing 
fresh, potent, sterile antigens. Reactions are read by 
the allergist himself. If constitutional reactions oc- 
cur, the physician is present to diagnose and insti- 
tute appropriate therapy. The results of such tests 
are correlated with the clinical data. If desensitiza- 
tion therapy is indicated, the allergist prescribes or 
furnishes the antigens. The size and timing of do- 
sage are recommended, based on the knowledge of 
the antigens and the patient. The patient thus re- 
ceives integrated treatment. Such service has always 
been available both on a referral and consultation 
basis. 

By way of contrast, when a physician is not in 
direct charge, which is the situation in lay allergy 
testing laboratories and allergy consultation serv- 
ices, there is no supervision of the potency, sterility, 
or nonspecific irritating qualities of the testing ma- 
terials used. Tests may even be performed in the 
presence of unrecognized infection or dermographia. 
Individuals with training below the standard deemed 
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necessary by allergists read the reactions, and the 
results are often considerably at variance with what 
a specialist obtains on the same patient. Lay labora- 
tories do not perform intradermal tests, desiring to 
avoid legal difficulties, but such tests are often neces- 
sary. Although a report of the tests may be made to 
the referring or cooperating physician, the actual 
prescription, dosage, and schedule of treatment is 
usually recommended by the testing laboratory or 
by a separate manufacturing laboratory without 
knowledge of the patient’s degree of reactivity to 
the treatment materials to be used. Thus the patient 
does not receive integrated diagnosis and treatment. 
When poor results are obtained, discredit is re- 
flected on the medical profession in general and 
unwarrantedly on the specialty of allergy in par- 
ticular. 

Physicians who patronize a nonmedical allergy 
testing service fall into two groups. The majority 
are practitioners who have not realized the facts or 
pondered their significance. The minority are those 
motivated by friendship, financial gain, or the “hold 
onto the patient at any cost” attitude. For the latter, 
it should be emphasized that consultation as well as 
referral services are available by qualified allergists 
at fees comparable with or less than those charged 
by lay laboratories. 

Although ambiguities and loopholes in our present 
legislation affecting medical practice may allow lay 
allergy testing and consultation services to exist, the 
Allergy Association of Northern California feels 
that the interests of both the public and the pro- 
fession are better served by utilization of allergy 
specialists. 

THE ALLERGY ASSOCIATION OF 
NORTHERN CALIFORNIA 
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Council Meeting Minutes 


Tentative Draft: Minutes of the 418th and 419th 
Meetings of the Council, Ambassador Hotel, Los 
Angeles, April 28 to May 2, 1956. 


418th Meeting 


The meeting was called to order by Chairman 
Lum in the Frenchette Room of the Ambassador 
Hotel, Los Angeles, at 9:30 a.m., Saturday, April 
28, 1956. 


Roll Call: 


Present were President Shipman, President-Elect 
Charnock, Speaker Doyle, Vice-Speaker Foster, Sec- 
retary Daniels, Editor Wilbur and Councilors West, 
Wheeler, Loos, Wadsworth, Pearman, Harrington, 
McPharlin, Sherman, Lum, Bostick, Teall, Kirchner, 


Reynolds, Varden, Heron, Carey and Rosenow. 
A quorum present and acting. 


Present by invitation were Messrs. Hunton, 
Thomas, Gillette and Clancy of C.M.A. staff; legal 
counsel Hassard; Messrs. Ben H. Read and Eugene 
Salisbury of the Public Health League of Califor- 
nia; county society executive secretaries Scheuber 
of Alameda-Contra Costa, Jensen of Fresno, Young 
of Los Angeles, Bannister of Orange, Marvin of 
Riverside, Foster of Sacramento, Neick of San 
Francisco, Thompson of San Joaquin, Wood of San 
Mateo, Donovan of Santa Clara and DeVere of 
Stanislaus; Messrs. Fred O. Field and E. E. Fitz- 
gerald of the Los Angeles County Medical Associa- 
tion; Doctors A. E. Larsen and William Gardenier 
and Messrs. K. L. Hamman and Etchel Paolini of 
California Physicians’ Service; Mr. John Hedback 
of the American Medical Education Foundation; 
Doctors Malcolm H. Merrill, John W. Cline, Brad- 
ley Brownson, Thomas Elmendorf, William Chia- 
pella, Joseph F. Sadusk, Jr., John R. Upton, Fred 
O. Cooley; Mr. Rollen Waterson, and others during 
all or a part of the recessed sessions. 


1. Minutes for Approval: 


(a) On motion duly made and seconded, minutes 
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of the 417th Council meeting, held March 24, 1956, 
were approved. 

(b) On motion duly made and seconded, minutes 
of the 257th Executive Committee meeting, held 
March 24, 1956, were approved. 


2. Membership: 


(a) A report of membership as of April 23, 
1956, was received and ordered filed. 

(b) On motion duly made and seconded, 262 
members who had become delinquent and whose 
dues had since been received were voted reinstate- 
ment as active members. 

(c) On motion duly made and seconded in each 
instance, two applicants were voted Retired Mem- 
bership. These were: Walter Albert, Los Angeles 
County, and Otto F. Krebs, San Francisco County. 

(d) On motion duly made and seconded in each 
instance, 21 applicants were voted Associate Mem- 
bership. These were: Walter B. Brown, D. K. Freed- 
man, Ernest K. Goodner, Alameda-Contra Costa 
County; Donald E. Casad, Fresno County; Warren 
L. Jones, Byron C. Mork, Jr., Bertrand Tenenbaum, 
Los Angeles County; Harry March, Placer-Nevada- 
Sierra County; Edward B. Butler, Jr., Richard A. 
Young, Sacramento County; Lawrence L. Hody, 
San Diego County; Frederick L. Eldridge, Martin 
J. Seid, Lorraine H. Smookler, Francis S. Smyth, 
San Francisco County; Harvey F. Hendrickson, 
Gordon F. Williams, San Mateo County; Stanley J. 
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Milstone, Santa Clara County; Abe M. Cowan, 
Charles E. Taylor, Tulare County; George Alfred 
McGuinness, Ventura County. 

(e) On motion duly made and seconded, reduc- 
tions of dues were voted for 11 applicants for rea- 
sons of illness or postgraduate study. 

(f) A question of eligibility for associate mem- 
bership in one county society for a member who 
had previously maintained active membership in 
another county and had moved was referred to legal 
counsel for opinion. 

(g) On motion duly made and seconded, the 
selection of a referee requested by a county society 
to conduct a disciplinary hearing was approved. 


3. Cancer Commission: 

(a) Doctor John W. Cline reported that the 
tumor registry maintained in California through the 
assistance of state and federal funds faced the loss 
of federal support as of June 30, 1957, and that 
legislation was in preparation to provide for the 
continuation of such support. He asked that the 
Council approve such legislation in principle, and, 
on motion duly made and seconded, it was voted to 
give such support. 

(b) Doctor Cline also urged that a study be 
made of the possible means of limiting the licensure 
of physicians who persist in using discredited forms 
of therapy with cancer patients. On motion duly 
made and seconded, it was voted to study this mat- 
ter in conjunction with the legislative committee 
and legal counsel. 


4. American Medical Education Foundation: 

Doctor John W. Cline suggested for the Council’s 
consideration that the dues of the Association be 
increased to include a contribution of $25 per active 
member for the American Medical Education Foun- 
dation, subject to a similar decrease if the American 
Medical Association should enact a similar contri- 
bution as a part of its dues. 


5. Medical Review and Advisory Board: 

Doctor Bradley Brownson of San Mateo reported 
that the public relations committee of the San Mateo 
County Medical Society had approved the findings 
of the study made in that county on physician- 
patient relationships and stated that this committee 
would like to see the Association approve the report 
and continue its use in other programs. 

Doctor Joseph F. Sadusk, Jr., reported on the 
studies of the Medical Review and Advisory Board 
on recent increases in the incidence of cases and 
the sums asked. He also presented the proposed 
budget for the board and discussed the safety pro- 
gram envisaged as a part of the board’s work. 


6. Budget for Fiscal Year Starting July 1, 1956: 
On motion duly made and seconded, the Council 
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approved a budget for the 1956-1957 fiscal year 
submitted by the Auditing Committee. 


7. State Department of Public Health: 

Doctor Malcolm H. Merrill, State Director of 
Public Health, reviewed the current: status of Salk 
poliomyelitis vaccine supplies. He also reported on 
the control measures being undertaken to prevent 
the spread of rabies and stated that several counties 
were now under a quarantine to provide such con- 
trol, especially among skunks and other wildlife. 

In reply to a question on the allocation of funds 
in aid of hospital construction, Doctor Merrill re- 
ported that about $5,000,000 would be available in 
the coming year for this purpose and that more 
than $100,000,000 in applications for such funds 


were on file. 


8. Committee on Mental Health: 

Doctor Alfred Auerback, a member of the Com- 
mittee on Mental Health, discussed the differences 
of opinion between psychiatrists and psychologists 
and urged that the public be educated in this differ- 
ence. Doctor Auerback also reported on the re- 
search planned by the State Alcoholic Rehabilitation 
Commission and the establishment of new treatment 
centers. He also discussed proposed iegislation for 
establishment of community mental health centers. 


Recess: 

At this point the Council was declared in recess 
(4:45 p.m.) until 7:30 a.m., Sunday, April 29, 
1956, in the same room. 

9. Commendation of Physicians in Flood Areas: 

On motion duly made and seconded, it was voted 
to add to the report of the Council to the House of 
Delegates a resolution in praise of the physicians 
who had rendered valuable public service during the 
winter floods in their respective areas. 


10. Commission on Public Policy: 

Doctor Dan O. Kilroy, chairman of the Commis- 
sion on Public Policy, reported that the Committee 
on Legislation had studied a proposal brought be- 
fore the House of Delegates in 1955, asking an in- 
vestigation of the possibility of seeking legislation 
to provide for free choice of physicians by injured 
workmen. On completion of a full study, the com- 
mittee voted to recommend that no further action 
be taken on this proposal. 

Doctor Kilroy also reported on a recent munici- 
pal election, in which the people had voted to main- 
tain high standards in their local hospital. 


1l. Budget for 1956-1957: 

A motion was made and seconded that the Asso- 
ciation dues for 1957 be established to provide a 
contribution of $25 per active member for the 
American Medical Education Foundation. The mo- 
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tion was lost on vote and the budget previously 
appreved was confirmed for presentation to the 
House of Delegates. 


Recess: 


At this point, 8:45 a.m., the Council was declared 
in recess until 7:30 a.m., Monday, April 30, 1956. 


12. Cost of Collection of A.M.A. Dues: 


Mr. E. E. Fitzgerald, business manager of the Los 
Angeles County Medical Association, was intro- 
duced and asked that the Council consider some 
means of compensating the county societies for the 
cost of collecting the dues of the American Medical 
Association. Doctor Ivan C. Heron, chairman of 
the Auditing Committee, and Mr. Hunton were re- 
quested to look into any additional procedures re- 
quired for this purpose. 


13. Prepaid Medical Care Costs: 


Doctor Dan O. Kilroy reported on a legislative 
proposal which would provide care through volun- 
tary health insurance plans for people now being 
cared for through state or federal aid. This proposal 
has been referred to an interim committee of the 
State Assembly. On motion duly made and sec- 
onded, it was voted to endorse this study and to 
offer the interim committee the cooperation of the 
Association. 


14. Telephone Answering Services: 

On motion duly made and seconded it was voted 
to cooperate with telephone answering and secre- 
tarial services in seeking retention of telephone 
equipment which provides for connecting the pa- 
tient with the physician and which may be discon- 
tinued by the telephone company. 


15. Committee on Insurance: 


Councilor Kirchner, chairman of the Committee 
on Insurance, reported that his committee had stud- 
ied a proposal which had been made to provide 
group life insurance for members of the Associa- 
tion. He stated that additional proposals were also 
being prepared and suggested that professional an- 
alysts be retained to evaluate such proposals. It was 
agreed that his committee should continue its studies 
and look into the probable expense of such profes- 
sional services. 


16. Committee on Mental Health: 


Doctor Hendrie Gartshore, chairman of the Com- 
mittee on Mental Health, reported on efforts being 
expended by other organizations to secure passage 
of legislation to establish community mental health 
centers. On motion duly made and seconded, it was 
voted to ask legislative and legal counsel to confer 
with psychiatrists and others with a view toward 
producing a positive program to meet the needs for 
such care. 


17. Board of Nurse Examiners: 

Doctor Howard Bosworth, chairman of the Ad- 
visory Council to the State Board of Nurse Exam- 
iners, reported to the Council on the activities of 
that body and was thanked by the chairman for his 
services. 


18. Committee on Blood Banks: 


Mr. Hassard and Doctor John R. Upton, chair- 
man of the Committee on Blood Banks, reported on 
the current status of blood banking in the Fresno 
area, where a competitive situation obtains. 


Recess: 

At this point, 11:30 a.m., the Council was de- 
clared in recess until 7:30 a.m., Tuesday, May 1, 
1956, in the same place. 


19. Annual Sessions: 


On motion duly made and seconded, it was voted 
to plan Annual Sessions to start the last Sunday of 
each April, except where that Sunday might be 
Easter, in which case the meeting shall start the 
Sunday following Easter, and to plan such meetings 
on a five-year advance period. 


20. California Physicians’ Service: 


Mr. K. L. Hamman reported that California Phy- 
sicians’ Service now has more than 754,000 mem- 
bers and that income has increased 9.58 per cent to 
more than $29,000,000 annually. Administrative ex- 
penses, he stated, total 11.56 per cent and physician 
membership is more than 12,900. 

Doctor Shipman reported on a meeting with rep- 
resentatives of several labor groups on the question 
of prepaid health insurance plans. 


21. Los Angeles Medical Cavalcade: 


Doctor Rosenow reported that the executive com- 
mittee of the Los Angeles County Medical Associa- 
tion has recommended that medical meetings such 
as held in that city in January, 1956, be discon- 
tinued but that the Cavalcade of Health and Medical 
Progress, which was open to the public, be repeated 
under auspices of the C.M.A. On motion duly made 
and seconded it was voted to refer this matter to the 
Committee on Public Relations. 


22. San Diego Litigation: 


Mr. Hassard and Councilor West reported that 
litigation in San Diego County had been terminated 
by dismissal of two cases pending against the San 
Diego County Medical Society. On motion duly 
made and seconded it was voted to commend the 
San Diego County Medical Society on its statesman- 
like handling of this matter. 


23. Intravenous Injections: 


Mr. Hassard reported on a question of interpre- 
tation which has arisen around the language of the 
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laws governing the giving of intravenous injections 
by registered nurses. On motion duly made and sec- 
onded, it was voted to refer this question to the 
Committee on Other Professions. 


24. Cancer Commission: 

Doctor Daniels presented a draft of a pamphlet 
produced by the Cancer Commission on the subject 
of cancer quackery. On motion duly made and sec- 
onded, it was voted to approve publication of this 
pamphlet and distribution to all Association mem- 
bers. 


25. Committee on Maternal Health: 

Doctor Harrington, chairman of the Committee 
on Maternal Health, reported on a meeting of inter- 
ested parties on the subject of maternal and peri- 
natal mortality, at which time the entire group 
urged that studies should be made in this field. On 
motion duly made and seconded, it was voted to 
authorize continued discussions with other mem- 
bers of the original group. 


26. Committee on History and Obituaries: 


Mr. Hunton read a report of the Committee on 
History and Obituaries, in which authority was 
asked to discard some obviously useless material 
and to consolidate the balance into a form which 
would permit a start to be made on preparation of 
a history of the Association. On motion duly made 
and seconded, it was voted to authorize the com- 
mittee to proceed along these lines and to provide 
storage space for the usable material in the library 
of the Los Angeles County Medical Association. 


27. Annual Session Expenses: 


Doctor Daniels reported that additional costs for 
the production of television features used in the 
Annual Session had been met by a group of Los 
Angeles physicians and asked that $2,000 be appro- 
priated to help meet this cost. On motion duly made 
and seconded, this expense was authorized as a 
charge against Annual Session costs. 


28. Woman’s Auxiliary: 

On motion duly made and seconded, it was voted 
to express to the Woman’s Auxiliary the thanks of 
the Association for the Auxiliary’s assistance during 
the past year. 


Recess: 

At this point, 11:25 a.m., the Council was de- 
clared in recess until 7:30 a.m., Wednesday, May 2, 
1956, in the same place. 


29. Group Insurance: 


Doctor Kirchner, chairman of the Committee on 
Insurance, introduced Mr. Little of Coates, Her- 
furth and England, actuaries, and Dr. Olshen, actu- 
ary for West Coast Life Insurance Co., who dis- 
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cussed a group life insurance contract which had 
previously been approved by the Trustees of Cali- 
fornia Physicians’ Service. Messrs. Hellgren and 
Voight of Lumberman’s Mutual Casualty Co. were 
also introduced for a discussion of the present 
group disability contract for C.M.A. members. On 
motion duly made and seconded, it was voted to 
authorize the Executive Committee to consider steps 
necessary to make the disability contract more ef- 
fective. 


30. Committee on Postgraduate Activities: 


On motion duly made and seconded, it was voted 
to authorize the Committee on Postgraduate Activi- 
ties to present a suitable token of appreciation to 
Doctor Charles A. Broaddus for his services as 
director of the committee’s programs. 


31. State College Student Health Services: 


Doctors L. Henry Garland and Charles E. Gray- 
son reported on the proposed establishment of stu- 
dent health services in ten state colleges and sug- 
gested that the State Department of Education be 
urged to assure the best possible medical services in 
such instances. On motion duly made and seconded, 
it was voted to refer this matter to the Committee 
on Government-Financed Medical Care Programs. 


32. Committee on Government-Financed Medical 
Care Programs: 


Doctor John M. Rumsey, chairman of the Com- 
mittee on Government-Financed Medical Care Pro- 
grams, reported the committee’s recommendation 
that the Association support the position of the 
American Medical Association that the dependents 
of military personnel be provided with the services 
of private physicians for their medical care. This 
was approved. 

Doctor Rumsey also recommended that Califor- 
nia Physicians’ Service be the agent for all physi- - 
cians in the “home-town” medical care program of 
the Veterans’ Administration. On motion duly made 
and seconded, this recommendation was approved. 

Doctor Rumsey also asked that messages be sent 
to the California members of Congress on the Asso- 
ciation’s position on the question of medical care 
for dependents of military personnel. 

On the question of the line of authority of this 
special committee, it was agreed that the committee 
be considered a committee of the Commission on 
Medical Services. 


33. Poliomyelitis Vaccine: 


Doctor John W. Green urged the Council to give 
further consideration to the liability of physicians 
who cooperate in programs for administration of 
poliomyelitis vaccine and it was agreed that further 
study would be made on this subject. 





34. Audio-Digest Foundation: 


Doctor Lum announced that Audio-Digest Foun- 
dation would today make a contribution of $1,000 
to the American Medical Education Foundation. 


35. Appreciation to Outgoing Councilors: 

Chairman Lum, with the unanimous approval of 
the Council, expressed the deep appreciation of the 
Council for the valuable contributions of Doctor 
Sidney J. Shipman, outgoing President, and Doctor 
Paul Foster, retiring as Vice-Speaker of the House 
of Delegates. 


Adjournment: 


There being no further business, the meeting was 
adjourned at 9:20 a.m. 


Dona.p D. Lum, M.D., Chairman 
AusertT C. Dantes, M.D., Secretary 
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419th Meeting 


The meeting was called to order by Chairman 
Lum in the Frenchette Room of the Ambassador 
Hotel at 5:30 p.m., Wednesday, May 2, 1956. 


Roll Call: 


Present were President Charnock, President-Elect 
MacDonald, Speaker Doyle, Vice-Speaker O’Neill, 
Secretary Daniels, Editor Wilbur and Councilors 
West, Wheeler, Loos, Wadsworth, Pearman, Har- 
rington, McPharlin, Sherman, Lum, Kirchner, 
Carey, Heron and Rosenow. 

A quorum present and acting. 

Present by invitation were Messrs. Hunton, Clancy, 
‘Thomas and Gillette of C.M.A. staff; legal counsel 
Hassard; Mr. K. L. Hamman of California Physi- 


cians’ Service and Mr. Rollen Waterson. 


1. Election of Officers: 


(a) On nomination duly made and seconded, 
Doctor Lum was unanimously elected Chairman. 

(b) On nomination duly made and seconded, 
Doctor Heron was unanimously elected Vice-Chair- 
man. 


2. Members of Auditing Committee: 

On motion duly made and seconded, the Council 
approved the chairman’s nomination of Doctor 
Heron’ as Chairman and Doctors Reynolds and 
Sherman as members of the Auditing Committee. 


3. Appointments: 
On motion duly made and seconded in each in- 
stance, the following appointments were approved: 
Secretary-Treasurer, Albert C. Daniels. 


Editor, Dwight L. Wilbur. 
Legal Counsel, Peart, Baraty & Hassard. 
Executive Secretary, Mr. John Hunton. 


4. Council Members of C.P.S. Trustees: 


On motion duly made and seconded, the chair- 
man’s nominations for members of the Board of 
Trustees of California Physicians’ Service, to repre- 
sent the Council, were approved. These were Doc- 
tors Heron, Reynolds and Wadsworth. 


5. Crippled Children’s Services: 


Councilor West presented a proposed draft of a 
letter to be sent to the chairman of the Committee 
on Other Professions on the subject of participation 
by other professions in the Crippled Children’s 
Services. 

On motion duly made and seconded, it was voted 
to refer this matter to the Committee on Other Pro- 
fessions. 


6. Invitations to Council Meetings: 

On motion duly made and seconded, it was voted 
to extend invitations to the deans of the medical 
schools to attend meetings of the Council held in 
their areas and, if necessary, to meet their travel 
expenses. 


7. Committee on Public Relations: 

On motion duly made and seconded, the Council 
accepted the resignation of Doctor Lum as chair- 
man of the Committee on Public Relations and 
named Doctor Sidney J. Shipman to succeed to this 
post. 

Adjournment: 

There being no further business to come before 
it, the meeting was adjourned at 7:00 p.m. 

Donap D. Lum, M.D., Chairman 
AuBerT C. Daniets, M.D., Secretary 


Executive Committee Minutes 


Tentative Draft: Minutes of the 258th and 259th 
Meeting of the Executive Committee, Ambassador 
Hotel, Los Angeles, May 2, 1956. 


258th Meeting 


The meeting was called to order by Chairman 
Heron in the Frenchette Room of the Ambassador 
Hotel, Los Angeles at 7:30 p.m., Wednesday, May 
2, 1956. 


Roll Call: 


Present were President Charnock, President-Elect 
MacDonald, Council Chairman Lum, Speaker Doyle 
and Auditing Committee Chairman Heron; Secre- 
tary Daniels and Editor Wilbur. 

A quorum present and acting. 

Present by invitation were executive secretary 
Hunton and legal counsel Hassard. 
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1. Election of Chairman: 


On nomination duly made and seconded, Doctor 
Ivan C. Heron was unanimously elected Chairman. 


Adjournment: 
There being no further business to come before 
it, the meeting was adjourned at 7:35 p.m. 


Ivan C. Heron, M.D., Chairman 
Apert C. Dantezs, M.D., Secretary 
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259th Meeting 


The meeting was called to order by Chairman 
Heron in Room 214 of the Sir Francis Drake Hotel, 
San Francisco, on Saturday, May 26, 1956, at 9:30 


a.m. 


Roll Call: 

Present were President Charnock, President-Elect 
MacDonald, Council Chairman Lum, Speaker Doyle, 
Auditing Committee Chairman Heron, Secretary 
Daniels and Editor Wilbur. 

A quorum present and acting. 

Present by invitation were Messrs. Hunton and 
Clancy of C.M.A. staff, legal counsel Hassard, Doc- 
tors Arthur A. Kirchner and T. Eric Reynolds, 
Messrs. Hellgren and Berry of Lumberman’s Mutual 
Casualty Co., and Messrs. Charles O. Finley and 
Calvin Smith of Charles O. Finley Co., adminis- 
trator of the C.M.A. disability insurance program. 


1. 1956 House of Delegates Resolution: 

Discussion was held on the appointment of a 
committee to carry out the study called for in Reso- 
lution No. 6 adopted by the 1956 House of Dele- 
gates. On motion duly made and seconded, it was 
voted to ask the Council Chairman to appoint Doc- 
tor Dwight L. Wilbur chairman of this committee, 
the other members to be selected later. 


2. Voluntary Health Insurance: 

Discussion was held on possible means of cooper- 
ating with voluntary health insurance underwriters 
in eliminating the small percentage of professional 
fees which are patently greater than average charges 
and are superimposed on insurance coverages pro- 
vided policyholders. It was agreed that this matter 
be discussed further before the Council. 


3. Central California Blood Bank: 


On motion duly made and seconded, it was voted 
to extend an additional loan of $6,000 to Central 
California Blood Bank, conditioned on the Bank 
delivering to C.M.A. mortgages on its real and per- 
sonal properties to secure all loans to date. 


4. Disability Insurance: 


Doctor Kirchner, chairman of the Committee on 
Insurance, requested discussion by Messrs. Hell- 
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gren, Berry and Finley of the need for amending 
the disability insurance coverage now provided for 
Association members. It was brought out that a 
small number of claimants are causing serious 
losses to the fund and that changes from the present 
coverage must be effected if the program is to con- 
tinue. It was agreed that the representatives of Lum- 
berman’s Mutual Casualty Co. and Charles O. Finley 
Co. would prepare alternate proposals for later con- 
sideration. 


5. Membership: 


(a) On motion duly made and seconded, 1,091 
delinquent members whose dues had been received 
since May 2, 1956, were voted reinstatement. 


(b) On motion duly made and seconded in each 
instance, Doctors Harry V. Baker of Napa County 
and Francis H. Redewill, Sr., of San Francisco were 
voted Retired Membership. 

(c) On motion duly made and seconded in each 
instance, 16 applicants were voted Associate Mem- 
bership. These were: Jacquelin Perry, Los Angeles 
County; Catherine C. Pike, Marin County; Mary N. 
Tiffany, Orange County; Stuart A. Cameron, Fran- 
cis L. Crowley, O. L. Gericke, Irving D. Johnson, 
Thomas F. Judefind, Robert J. Lentz, Maxwell H. 
Shack, San Bernardino County; Herbert Anderson, 
Theodore Bartelmes, T. Timothy Crocker, Herbert 
L. Abrams, San Francisco County; Thomas E. Pat- 
ton, Santa Barbara County; Richard W. Finner, 
Stanislaus County. 

(d) On motion duly made and seconded in each 
instance, eight applicants were voted reduction of 
dues because of prolonged illness or postgraduate 
study. 


6. Commission on Medical Services: 


On motion duly made and seconded, it was voted 
to accept the recommendation of the Commission 
on Medical Services that the mailing list be made 
available to an organization of insurance under- 
writers for the distribution of educational material 
on voluntary health insurance. 


7. Public Relations: 

Mr. Clancy reported that a new publication was 
under consideration by the Committee on Public 
Relations as a means of keeping the membership 
advised of current events and that a later report 
would be made after consideration of this proposal 
by the committee. 


Adjournment: 


There being no further business to come before 
it, the meeting was adjourned at 3:45 p.m. 


Ivan C. Heron, M.D., Chairman 
Aubert C. DanteEts, M.D., Secretary 
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BerKE, SAMUEL Davin. Died in Los Angeles, June 5, 1956, 
aged 52. Graduate of Dalousie University Faculty of Medi- 
cine, Halifax, Nova Scotia, Canada, 1926. Licensed in Cali- 
fornia in 1927. Doctor Berke was a member of the Riverside 
County Medical Association. 


+ 


Gover, Mary E, Died in San Francisco, May 20, 1956 of 
injuries received in a fall caused by cerebral hemorrhage, 
aged 75. Graduate of Hahnemann Medical College of the 
Pacific, San Francisco, 1905. Licensed in California in 1906. 
Doctor Glover was a member of the San Francisco Medical 
Society. ‘ 


Hawortn, Morris W. Died in Sacramento, May 3, 1956, 
aged 80. Graduate of Barnes Medical College, St. Louis, 
Missouri, 1901. Licensed in California in 1901. Doctor 
Haworth was a retired member of the Sacramento Society 
for Medical Improvement, the California Medical Association, 
and an associate member of the American Medical Associ- 
ation. 


+ 


Jenkins, BertHa E.izasetH. Died in Oakland, May 22, 
1956 of acute coronary occlusion, aged 70. Graduate of the 
Oakland College of Medicine and Surgery, Oakland, Califor- 
nia, 1919. Licensed in California in 1919. Doctor Jenkins was 
a retired member of the Alameda-Contra Costa Medical 
Association, the California Medical Association, and an asso- 
ciate member of the American Medical Association. 


+ 


Lyncu, Wittiam J. Died in Weimar, May 21, 1956, of 
heart disease, aged 58. Graduate of the National University 
of Ireland, University College, Cork, 1919, Licensed in Cali- 
fornia in 1928. Doctor Lynch was a member of the Placer- 
Nevada-Sierra County Medical Society. 


% 


McDowe tt, Cuartes Aubert. Died in Covina, May 14, 
1956, of coronary occlusion, aged 56. Graduate of the Uni- 
versity of Pittsburgh School of Medicine, Pennsylvania, 
1925. Licensed in California in 1928. Doctor McDowell was 
a member of the Los Angeles County Medical Association. 


% 


MircHELL, WiLu1AM Eart, Died in Berkeley, May 22, 1956, 
of arteriosclerotic heart disease, aged 66. Graduate of the 
University of Colorado School of Medicine, Denver, 1913. 
Licensed in California in 1913. Doctor Mitchell was a retired 
member of the Alameda-Contra Costa Medical Association, 
the California Medical Association, and an associate member 
of the American Medical Association. 


+ 


MonrTeEVERDE, WHITTEN C. Died May 23, 1956 in Antioch, 
of thrombotic occlusion of the right main coronary artery, 
aged 53. Graduate of the St. Louis University of Medicine, 
Missouri, 1929. Licensed in California in 1930. Doctor Monte- 
verde was a member of the Alameda-Contra Costa Medical 
Association. 


+ 


Moore, James Ross. Died in Los Angeles, February 3, 
1956, of heart disease, aged 82. Graduate of Western Reserve 
University School of Medicine, Cleveland, Ohio, 1900. 
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Licensed in California in 1903. Doctor Moore was a member 
of the Los Angeles County Medical Association, a life mem- 
ber of the California Medical Association, and a member of 
the American Medical Association. 


+ 


Owens, Raymonp L. Died in Livermore, June 4, 1956, aged 
60. Graduate of the College of Medical Evangelists, Loma 
Linda-Los Angeles, 1925. Licensed in California in 1925. 
Doctor Owens was a member of the Alameda-Contra Costa 
Medical Association. 


+ 


Paxton, Georce A. Died in Marysville, January 8, 1956. 
Graduate of the University of Southern California School of 
Medicine, 1945. Licensed in California in 1945. Doctor 
Paxton was a member of the Yuba-Sutter-Colusa County 
Medical Society. 

% 


Peppicorp, Harper. Died in Redwood City, May 7, 1956, 
of coronary thrombosis, aged 81. Graduate of the Atlantic 
Medical College, Baltimore, Maryland, 1899. Licensed in 
California in 1914. Doctor Peddicord was a member of the 
San Mateo County Medical Society, a life member of the 
California Medical Association, and a member of the Amer- 
ican Medical Association. 


Petritz, Louis J. Died in Los Angeles, May 17, 1956, of 
carcinoma of the stomach, aged 62. Graduate of Northwestern 
University Medical School, Chicago, Illinois, 1918. Licensed 
in California in 1931. Doctor Petritz was a member of the 
Los Angeles County Medical Association. 


+ 


Prince, Cuartes C. Died in Long Beach, April 28, 1956, 
of a cerebrovascular accident, aged 51. Graduate of the Col- 
lege of Medical Evangelists, Loma Linda-Los Angeles, 1930. 
Licensed in California in 1930. Doctor Prince was a retired 
member of the Los Angeles County Medical Association, the 
California Medical Association, and an associate member of 
the American Medical Association. 


+ 


Smat., Haroxp E. Died in Santa Ana, May 17, 1956, of 
heart disease, aged 69. Graduate of the University of Vermont 
College of Medicine, Burlington, 1915. Licensed in California 
in 1952. Doctor Small was a member of the Orange County 
Medical Association. 


+ 


Van Meter, Jutius N. Died in Monrovia, May 25, 1956, 
of heart disease, aged 69. Graduate of Drake University Col- 
lege of Medicine, Des Moines, Iowa, 1913. Licensed in 
California in 1919. Doctor Van Meter was a retired member 
of the Los Angeles County Medical Association, the Cali- 
fornia Medical Association, and an associate member of the 
American Medical Association. 


+ 


Vixie, Loren O. Died in East Los Angeles, May 5, 1956, 
of rheumatic heart disease, aged 38. Graduate of the College 
of Medical Evangelists, Loma Linda-Los Angeles, 1944. 
Licensed in California in 1944, Doctor Vixie was a member 
of the Los Angeles County Medical Association. 
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What Do You Know About Your Auxiliary? 


I wonder how typical is the answer we received 
from one doctor to the above question when he re- 
plied, “Well, I know the girls meet once a month for 
luncheon and that they have a good time.” That 
statement is true as far as it goes. Most of our 
county auxiliaries do meet once a month and nearly 
always for luncheon, and we do have a good time, 
but the answer falls far short of telling the complete 
story. We hope through this page, so generously 
given to us by the California Medical Association, 
to tell our whole story this year and we hope that 
you, the readers will read that story and come to 
know us well. 


The Woman’s Auxiliary to the California Medical 
Association is organized for two purposes: First, to 
aid you, the doctors of medicine, in any way we 
may, and second, to act as liaison between organ- 
ized scientific medicine and the people in our com- 
munities in order that they may better understand 
the problems of medicine and what our Medical 
Association is doing to solve them. 


In the first instance we are active in behalf of 
medicine by being informed on legislation and tak- 
ing a very active part, when called upon to do so, 
by alerting our legislators by wires and letters to the 
official stand of the Medical Association on indi- 
vidual pieces of legislation. This is accomplished 
through our state chairman of legislation, who in 
turn contacts her individual county legislative chair- 
men, who then become active at the grass-roots level. 

The Auxiliary is very zealous in behalf of the 
American Medical Educational Foundation, which 
is a service to our private medical schools to keep 
government from subsidizing them and thus dictat- 
ing medical practices. California Auxiliary donated 
more than $7,000 this past year to A.M.E.F. Some 
of this money was a voluntary per capita assessment 
of $1 per member, and some was raised by special 
benefit events in its behalf. 


Nurse recruitment, another of our major projects, 
is directed at relieving the society of the shortage of 
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trained nurses. Some of our county auxiliaries pro- 
vide endowment funds to help needy girls through 
training, while others stress the Future Nurses’ 
Clubs in the junior and senior high schools to at- 
tract girls to nursing as a career at the time they are 
planning their vocational future. 


Medical Benevolence occupies an important place 
in the Auxiliary program, raising funds for the care 
and comfort of our medical associates who find 
themselves in need of help. 


All of these activities will be given separate atten- 
tion on this page during the year and we hope you 
will follow our story closely. 


The second part of our effort is pertinent to our 
relationship with the general public. Our members 
nearly all belong to other clubs and organizations in 
their communities and are ever alert to areas where 
there seems to be misinformation concerning med- 
ical matters or misunderstanding of organized medi- 
cine in public affairs. Most of our county auxiliaries 
have annual public relations meetings to which rep- 
resentatives of other clubs in their communities are 
invited. At these meetings a speaker is usually pre- 
sented on some phase of medicine, which is helpful 
in clearing the thinking of many leaders and in 
establishing a warm friendly feeling among the 
many and diversified groups. Friendliness is a 
watchword of the Auxiliary, both within its own or- 
ganization and toward other organizations. Thus in 
a quiet, steady way a constant program fostering 
good public relations is being enacted by members 
of your Auxiliary. 

Your county auxiliary stands ready and eager to 
give your Association all the help possible in any of 
its projects for which busy physicians have so little 
time. Yes, we meet and have luncheon and have a 
very good time, and it is to be hoped we will always 
continue to do so because from that happy contact 
with each other comes the will to work together in 
behalf of our cause, American medicine. 


Mrs. Paut C, BLAISDELL, President 


55 















NEWS & NOTES 


NATIONAL + STATE - COUNTY 








LOS ANGELES 


At the annual meeting of the Radiological Society of 
Southern California, held in May, the following officers 
were elected for the year 1956-57: Chairman, Dr. John 
Camp, Los Angeles; vice-chairman, Dr. Donald R. Laing, 
Pasadena; secretary-treasurer, Dr. Robert B. Engle, Pasa- 
dena. Other members of the board of directors are: Dr. 
George Jacobson of Los Angeles, and Dr. James B. Irwin 
of San Diego. 

* * * 

An award of $20,000 to support cancer research for three 
years was made recently by the National Institutes of Health 
to two associate professors of pharmacology at the College 
of Medical Evangelists. They are Drs. Mervyn Hardinge and 
Lester Lonergan and the subject of the study is the car- 
cinogens of pulmonary tumors. 

om cs ae 


Dr. Howard W. Bosworth of Los Angeles was named 
president of the National Tuberculosis Association at the 
recent annual meeting of the organization in New York. 
Dr. Bosworth has been at one time or another president ot 
the Tuberculosis and Health Associations of Los Angeles 
County and of California. He also has served as president of 
the American, the California and the Los Angeles County 
Trudeau societies. 


NAPA 


More than 250 townspeople, friends and patients, honored 
Dr. Dwight H. Murray June 23 with a testimonial dinner 
in Napa. Sponsored by the Napa Valley Chamber of Com- 
merce, the occasion was the climax of “Dr. Murray Home- 
coming Day,” and followed his inauguration in Chicago as 
president of the American Medical Association. 

Following tributes by Dr. Sidney J. Shipman and Dr. 
Donald A. Charnock, Dr. Murray discussed “human interest 
sidelights” on the recent A.M.A. convention. 

Main speaker of the evening was Ben Corlett, former Napa 
banker and now an executive vice-president of the American 
Trust Company. Mr. Corlett concluded his speech with this 
tribute to Dr. Murray: 

“Country doctor in the finest tradition . . . skilled in the 
practice of his chosen profession . . . outstanding example 
of good citizenship . . . lover of hard but fair play . . . out- 
spoken advocate of the type of Americanism that built the 
nation . . . aggressive exponent of free institutions in a free 
country . . . pleader for a more sympathetic understanding 
of human as well as physical problems . . . good counselor. . . 
good neighbor . . . good friend.” 


1 * * 


Physicians from Marin, Solano and Napa counties held 
their annual Four-county Medical Society golf tournament 
and dinner meeting, June 14, The golf tournament was held 
at the new Silverado Country Club. Dinner was at the Napa 
Valley Country Club where Dr. Edward Kupka, chief of the 
Bureau of Tuberculosis Control for the State Department of 
Public Health, discussed “An American Doctor’s Iliad in 
Indochina.” 
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SAN DIEGO 

Miss Evelyn La Heist, 16, of San Diego won one of the 
two top American Medical Association awards at the Na- 
tional Science Fair in Oklahoma City, May 10-12. She ap- 
peared at the fair as a finalist from the second annual Greater 
San Diego Science Fair conducted by the San Diego Union. 

Her award consists of an A.M.A. citation signed by Dr. 
Elmer Hess, president, and Dr. Gunnar Gundersen, chair- 
man of the board of trustees, commending her for her out- 
standing exhibit, “Malaria,” in the field of basic medical 
sciences. In addition, she was the guest of the A.M.A. at 
the annual meeting in Chicago, June 11-15, where she ex- 
hibited her display in the scientific exhibits on Navy Pier. 


SAN FRANCISCO 

At graduation ceremonies for the senior class of the Uni- 
versity of California School of Medicine, Dennis Paul 
Horan was awarded the gold headed cane which each year 
is given to the student whose classmates select as the member 
who “best represents the true physician.” Runners-up for 
the award were Donald Frank Tierney and Eric Roberts. 

* * * 

Dr. Albert Davis, clinical professor of plastic surgery at 
Stanford University School of Medicine, was named president 
of the American Association of Plastic Surgeons at a recent 
meeting in Toronto, Canada. 


GENERAL 

An official centennial tour of the Soviet Union and 
Europe has been announced by the California Medical Asso- 
ciation with departure from San Francisco and Los Angeles 
scheduled for October 2 and return on November 1 via Trans 
World Airlines. 

To date, 39 C.M.A. members including wives have con- 
tracted for the tour, according to TWA, which has set July 31 
as the deadline for applications in compliance with Russian 
visa requirements. 

Combining business and pleasure, the tour will feature a 
four-day stay-over in Paris enroute to Helsinki, Leningrad 
and Moscow, where meetings will be held with Russian 
physicians and other scientists. The group will return via 
Vienna, Rome, Madrid and Lisbon. 
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POSTGRADUATE 
EDUCATION NOTICES 


THIS BULLETIN of the dates of postgraduate education 
assemblies and the meetings of various medical organ- 
izations in California is supplied by the Committee on 
Postgraduate Activities of the California Medical Asso- 
ciation. In order that they may be listed here, please 
send communications relating to your future medical or 
surgical programs to: Mrs. Margaret H. Griffith, Director, 
Postgraduate Activities, California Medical Association, 
417 South Hill Street, Los Angeles 13. 


UNIVERSITY OF CALIFORNIA AT LOS ANGELES 


Recent Advances in Surgery. July 16 to 18. Nineteen and 
one-half hours. Fee: $50.00 for three days, $20.00 per 
day. 

Surgery of Trauma. July 19 and 20. Twelve hours. Fee: 
$35.00. 


Recent Advances in Medicine. July 23 to 27. Thirty-five 
hours. Fee: $75.00 for full week or $20.00 per day. 


Anesthesia Seminar. August 27 to 29. Eighteen hours, Fee: 
$50.00. 


Fundamental Principles of Radioactivity Including Clinical 
Use of Radioisotopes. Wednesdays, September 19, 1956 
through July 3, 1957. One hundred eighty hours. Fee: 
$700.00. 


Photography in Medical Practice and Research. Thursdays, 
September 20 through December 13. Twenty-four hours. 
Fee: $35.00. 


Aviation Medicine. October 24, 25, 26. Twenty-three hours. 
Fee to be announced. 


Surgical Anatomy. September 24 to November 26. Fee: 
$75.00. 


Pathological Physiology of the Cardiovascular System. Be- 
gins October 1. Hours and fee to be announced. 


Contact: Thomas H. Sternberg, M.D., Assistant Dean for 
Postgraduate Medical Education, U.C.L.A., Los An- 
geles 24. BRadshaw 2-8911, Ext. 202. 


UNIVERSITY OF CALIFORNIA, SAN FRANCISCO 


Ophthalmological Conference on Glaucoma. September 27, 
28, 29. Fifteen hours. Fee: $60.00. 


Symposium on Trauma, Franklin Hospital, September 29 
and 30. Twelve hours. Fee: $40.00. 


Medicine for General Practitioners. East Oakland Hospital, 
Tuesday Evenings, September 10 to December 3. Twenty- 
four hours. Fee: $50.00. 


Psychological Aspects of Medical Practice. Wednesday 
Evenings, October 3 to December 12. Twenty hours.* 


Recent Advances in Laboratory and Clinical Medicine for 
Medical Technicians. Tuesday Evenings, October 16 to 
November 13. Nine hours.* 


Annual Ophthalmology Conference. December 5, 6, 7. 


Twenty hours.* 


Fundamental Principles of Radioactivity and the Diagnostic 
and Therapeutic Uses of Radioisotopes. Two or three 
month course limited to one enrollee per month. Tui- 
tion: $250.00 per month. 


*Fees to be announced. 
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Contact: Seymour M. Farber, M.D., Heaa, Postgraduate 

Instruction, Office of Medical Extension, University of 
California Medical Center, San Francisco 22. MOntrose 
4-3600, Ext. 665. 


UNIVERSITY OF SOUTHERN CALIFORNIA, 
LOS ANGELES 
Diagnosis and Management of Cardiovascular Diseases, 
July 20, 21 and 22, Hotel Statler and Good Hope Clinic, 
twenty-four hours. Fee: $65.00. Registration closes 
July 10, 1956. 


Home Course in Electrocardiography. Begins July 13. Fifty- 
two weeks. Fee: $100.00. 


Intensive Review of Internal Medicine. Monday through 
Friday, 8:30 a.m. to 12:30 p.m. September 24 to October 
5. Forty hours. Fee: $65.00. 


Bedside Clinics and Panel Discussions on Therapy in Internal 
Medicine. Los Angeles County Hospital, Thursdays, 7:30 
to 9:30 p.m. Twenty-four hours. Fee: $65.00. 


Cardiac Resuscitation. Sponsored by the Los Angeles 
County Heart Association each Wednesday throughout 
the year, 4 to 6 p.m. Residents admitted without fee. 
Tuition for all other physicians: $30.00. (Each session 
all-inclusive.) 

Contact: Phil R. Manning, M.D., Director, Postgraduate 
Division, University of Southern California School of 
Medicine, 2025 Zonal Avenue, Los Angeles 33, CApital 
5-1511. 


COLLEGE OF MEDICAL EVANGELISTS 


Anesthesiology. Daily, full-time, six months, beginning each 
six months. Fee: $300. 


Surgical Anatomy, Dissection, Demonstration and Lectures. 
Monday and Wednesday, October 1, 1956 to June 5, 1957. 
264 hours. 


Surgical Anatomy, Dissection, Demonstration and Lectures 
on Upper and Lower Extremities. Monday and Wednes- 
day, October 1, 1956 to January 9, 1957. 104 hours. 


Surgical Anatomy, Dissection, Demonstration and Lectures. 
Wednesdays, October 3, 1956 to June 5, 1957. Seventy- 
four hours. 


Surgical Anatomy, Demonstration and Lectures of Upper 
and Lower Extremities. Wednesdays, October 3, 1956 to 
January 9, 1957. Twenty-six hours. 


General Urology. Mondays, October 1, 1956 to December 
17, 1956. Twenty-four hours. 


General and Surgical Pathology. Tuesday and Thursday, 
October 2, 1956 to June 4, 1957. 194 hours. 


Traumatic and Minor Orthopedic Surgery. Tuesday and 
Thursday, October 2, 1956 to January 10, 1957. Thirty 
seven and one-half hours. 

Roentgen Diagnosis and Therapy. Wednesday, October 3, 
1956 to June 5, 1957. Thirty-three hours. 


Surgical Physiology. Thursday, October 4, 1956 to June 6, 
1957. Sixty-four hours. 

Contact: Chairman, Section on Graduate and Postgradu- 
ate Medicine, College of Medical Evangelists, 1720 
Brooklyn Ave., Los Angeles 33. ANgelus 9-9131, Ext. 205. 


CALIFORNIA MEDICAL ASSOCIATION 
POSTGRADUATE CIRCUIT COURSE 
SACRAMENTO VALLEY CircuIT, in association with Stanford 


University School of Medicine: 
Dunsmuir—Monday, October 21, 28, November 4, 11. 
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Chico—Tuesdays, October 22, 29, November 5, 12. 
Marysville—Wednesday, October 23, 30, November 6, 13. 
Auburn—Thursdays, October 24, 31, November 7, 14. 

Contact: Mrs. Margaret H. Griffith, Director, Postgraduate 
Activities, California Medical Association, 417 So. Hill 
St., Los Angeles 13. 


Medical Dates Bulletin 
AUGUST MEETINGS 


Nevapa State MeEpIcAL ASSOCIATION annual meeting in 
conjunction with Reno Surgical Society, Riverside Hotel, 
Reno, Nevada, August 22 to 25. Contact: Lowell Peter- 
son, M.D., chairman, Arrangements and Program Com- 
mittee, 130 North Virginia St., Reno, Nevada. 


SEPTEMBER MEETINGS 


Cotoravo State Mepicat Society Annual Session, Estes 
Park, Colorado, September 5 to 8. Contact: Charley J. 
Smyth, M.D., chairman, Scientific Program Committee, 
835 Republic Bldg., Denver 2, Colorado. 


Uran State Mepicat Association Annual Scientific Meet- 
ing, Hotel Utah, Salt Lake City, September 6 to 8. 
Contact: Mr. Harold Bowman, executive secretary, 42 
S. Fifth Street E., Salt Lake City 2, Utah. 


St. Joun’s Hospitat Postgraduate Assembly, September 
10, 11, 12, 9 a.m. to 4 p.m. and 8 to 9 p.m. Elks Club, 
Santa Monica. Contact: John C. Eagan, M.D., Director, 
1245 Glendon Ave., Los Angeles 24. 


Stockton PostcrapuaTE Stupy Crus, Thursday evenings, 
September 13 to November 15, Stockton State Hospital. 
Contact: A. Merchant, M.D., Medical-Dental Bldg., 
Stockton. 


Santa Barsara County Heart Association in coopera- 
tion with University of Southern California Postgradu- 
ate Division. September 15, 9 a.m. to 5 p.m., Santa 
Maria Inn, Santa Maria. Contact: Katherine McCloskey, 
executive director, Santa Barbara County Heart Asso- 
ciation, 18 La Arcada Court, Santa Barbara. 


WasHIncTon State Mepicat Association Annual Meet- 
ing, Olympic Hotel, Seattle, September 16-19. Contact: 
Mr. Ralph W. Neill, executive secretary, 1309 Seventh 
Ave., Seattle, Washington. 


San Dreco County Generat HospitaL TENTH ANNUAL 
PostcRADUATE ASSEMBLY. September 19-20. Contact: 
Howard B. Kirtland, Sr., M.D., Chairman Postgraduate 
Committee, 3505 Fourth Avenue, San Diego 3. 


CauirorniA Society or INTERNAL MeEpIcINE ANNUAL 
MeetiNc. September 29, La Playa Hotel, Carmel. Con- 
tact: Mrs. Mildred B. Coleman, Assistant Secretary, 
Room 515, 384 Post Street, San Francisco 8. 


OCTOBER MEETINGS 


San Francisco Heart Association Annual Postgraduate 
Symposium, October 3, 4, 5, 1956, St. Francis Hotel, San 
Francisco. Contact: Executive director, 604 Mission St., 
San Francisco. 


AtamepA-Contra Costa DiaABeTES ASSOCIATION one-day 
Symposium on Oral “Insulinoids,” October 3, Highland- 
Alameda County Hospital, Oakland. Contact: Institute 
for Metabolic Research, Highland-Alameda County Hos- 
pital, Oakland. 


American Cancer Society, California Division, Annual 
Cancer Conference, October 4, 2 to 5 p.m., Fairmont 


Hotel, San Francisco. Centact: Otto Pflueger, M.D., Con- 
ference chairman, 384 Post St., San Francisco. 


Herrick MemoriAt Hospitat Medical Staff Second An- 
nual Postgraduate Symposium, 9 a.m.-5 p.m., October 5, 
Berkeley High School Little Theatre, Allston Way be- 
tween Grove and Milvia, Berkeley, Calif. Contact: Ad- 
ministrator’s Office, Herrick Hospital, Berkeley, or tele- 
phone: THornwall 5-0130. 


American COLLEGE OF SurRGEONS Clinical Congress, San 
Francisco, October 8 to 12. Contact: American College of 
Surgeons Office, 40 E. Erie St., Chicago, IIl. 


San Dieco County Heart Association Professional Sym- 
posium, U. S. Naval Hospital Auditorium, Balboa Park, 
San Diego, October 9. Contact: O. Martin Avison, execu- 
tive director, San Diego County Heart Association, 1651 
Fourth St., San Diego 1. 


Los ANcELEs County Heart Association 26th Annual 
Symposium on Heart Disease, Wilshire-Ebell Theatre, 
4401 West 8th St., Los Angeles, October 10 and 11. 
Contact: Robert A. Pike, executive director, Los Angeles 
County Heart Association, 316 South Bonnie Brae, Los 
Angeles 57 or telephone DUnkirk 8-4127. 


CauirorNniA ACADEMY OF GENERAL Practice 8th Annual 
Scientific Assembly, Hotel Statler, Los Angeles, October 
14, 15, 16, 17. Contact: William W. Rogers, executive 
secretary, California Academy of General Practice, 461 
Market St., San Francisco. 


OrtHopaepic Hospitat and RancHo Los Amicos Respir- 
AaTorRY CENTER jointly sponsor “A Seminar in Compre- 
hensive Patient Care for Selected Neuromuscular Dis- 
abilities,’ October 22 to 26. All-day sessions beginning 
at 9:00 a.m. and one evening session, October 24. Con- 
tact: C. L. Lowman, M.D., Orthopaedic Hospital, 2400 
S. Flower St., Los Angeles, or John Affeldt, M.D., 
Rancho Los Amigos, Hondo, Calif. 


NOVEMBER MEETINGS 


Los AncELEs Urotocicat AssocraTIon Postgraduate As- 
sembly, Ambassador Hotel, Los Angeles, November 12 
to 16. Contact: Miss Vesta Fitzsimmons, executive sec- 
retary, 6253 Hollywood Blvd., Los Angeles 28. 


VETERANS ADMINISTRATION Hospitat Conference on Pul- 
monary Diseases, each Thursday. Contact: William R. 
Haas, M.D., director, Professional Services, Veterans 
Administration Hospital, Oakland, Calif. 


Sonoma County Heart Association Cardiovascular Sym- 
posium presented in cooperation with University of 
California Medical Extension, Odd Fellows Hall, Santa 
Rosa, November 15. Contact: Thomas M. Torgerson, 
M.D., president Sonoma County Heart Association, P. O. 
Box 844, Santa Rosa, Calif. 


1957 MEETINGS 


Society oF GRADUATE SuRGEONS OF Los ANGELES COUNTY 
Surgical Forum, March 4 to 8, Ambassador Hotel, Los 
Angeles. Contact: Wm. F. Roe, M.D., 14431 Hamlin St., 
Van Nuys, Calif. 


REGIONAL MEETING INTERNATIONAL COLLEGE OF SURGEONS, 
Santa Barbara, California, April 1 to 2. Contact: Ross V. 
Parks, M.D., 1930 Wilshire Blvd., Los Angeles 57. 


CauirorniaA Mepicat AssoctaTion Annual Meeting, Am- 
bassador Hotel, Los Angeles, April 28 to May 1. Contact: 
John Hunton, executive secretary, 450 Sutter St., San 


Francisco 8, or Ed Clancy, director of Public Relations, 
417 S. Hill St., Los Angeles 13. 
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INFORMATION 





“Disability Freeze" Provision of 
Social Security Law 


IN RECENT MONTHS many physicians have heard 
from patients about the disability freeze provision 
in the social security law. This provision, added to 
the old-age and survivors’ insurance program in 
1954, permits people who have prolonged total dis- 
ability to apply to have their social security records 
frozen for the period of their disability. Thus, the 
time when they could not work and so had no earn- 
ings credit to their social security accounts does not 
count against them in determining their rights to 
benefits, nor the amount of benefits which will be 
payable to them at age 65, or to their families in 
case they should die. 

Before a worker’s social security record can be 
frozen, he has to meet certain work requirements. 
His social security record up to the time of his dis- 
ability must show that he was in fact a worker, 
with a fairly regular and recent work history. In 
addition, he must be shown to have a medically de- 
terminable physical or mental impairment severe 
enough to keep him from engaging in any substan- 
tial gainful activity—one which has existed for 
more than six months and is expected to last indefi- 
nitely or end in his death. 

The medical evidence needed to establish the na- 
ture and severity of the applicant’s disability, the 
date it began, and its prognosis comes from the 
doctor who has treated the worker and knows his 
case, or the hospital or institution in which the 
worker has been confined. A medical report form 
was designed to assist the physician in furnishing 
the needed medical evidence and to indicate the 
nature and extent of clinical detail which would be 
necessary. It is given to the applicant for the “dis- 
ability freeze” and he is asked to have it filled out 
by the physician most familiar with his impairment. 
The form itself is modeled closely after the medical 
report used by major life insurance companies in 
their disability claims work. 

If you have received this medical form to fill out 
for any of your patients, you are probably aware 
that the law makes the disabled worker responsible 
for seeing that medical evidence is submitted for 
him and for paying any costs involved. The law 
does not permit the government to pay any costs 
in connection with securing the medical evidence 
needed for a determination of disability. You may 
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also know that to insure the confidentiality of the 
medical evidence, the medical report form is not to 
be returned to the patient, but is to be mailed by the 
physician direct to the local social security office. 
This office, incidentally, is ready to furnish addi- 
tional information to the physician concerning the 
medical report form and the operating of the dis- 
ability freeze. 

Determinations as to disability based on the evi- 
dence submitted are made under an agreement with 
the federal government, by professional members of 
an agency of the state in which the applicant resides. 
In most states, this is the vocational rehabilitation 
agency. Since referral: of disabled individuals for 
any rehabilitative services which might return them 
to gainful work is an important aspect of the pro- 
gram, each person applying for the social security 
disability freeze is told about the availability of 
vocational rehabilitation services. 

On the professional team in the state agency at 
least one member is a doctor of medicine. The team 
reviews and evaluates all medical evidence assem- 
bled in the applicant’s file, as well as such non- 
medical factors as age, education and occupational 
experience. Certain medical guides ‘and standards, 
worked out with the advice of the Medical Advisory 
Committee, are used in the consideration of the 
medical evidence. But, although these guides and 
standards can be applied in most cases, they are not 
rigid ‘and arbitrary. The final determination in 
each case is based on all the available facts on the 
individual’s impairment and vocational history, 
and, there is consultation among physicians in any 
borderline situation. 

No matter how good the standards, or how con- 
sidered the judgment of the reviewing team, the 
determination reached can be no sounder than the 
evidence upon which it is based. To make sure that 
he is providing sufficient medical evidence for a 
prompt and fair determination, the doctor will want 
to consider the following guides in filling out med- 
ical report forms for those of his patients who have 
applied for the social security disability freeze: 


First, include sufficient clinical detail to enable the 
reviewing team to make a sound determination as 
to the severity and extent of the patient’s current 
condition. 


Second, give enough of the clinical history to pro- 
vide information as to when the disability began, 
and when it became so severe as to keep the patient 
from working. 


Third, describe the probable course of the condi- 
tion from now on, so that a decision can be reached 
as to whether the impairment is likely to continue 
indefinitely, or end in death, or whether it is self- 
limiting, or remediable in the foreseeable future. 












INTEGRATED GYNECOLOGY—Principles and Prac- 
tice—I. C. Rubin M.D. and Joseph Novak, M.D., The Blak- 
iston Division, McGraw-Hill Bok Company, Inc., New 
York, 1956. Three volumes, $60.00. 


In their preface the authors refer to these three volumes 
of gynecological fact and fancy as a textbook, and say “the 
book” was designed for use by medical students and general 
practitioners. One wonders how many students can afford 
sixty dollars for a gynecologic text (even in six easy monthly 
payments, as the publisher suggests), and there may be 
some question about the desirability of presenting such 
detailed material in the undergraduate years. While the 
general practitioner may have less trouble meeting the ini- 
tial cost, it seems unlikely that he would have either the 
time or the inclination to wade through very many of the 
eighteen hundred pages in these volumes. The set will be of 
interest chiefly to specialists in gynecology, particularly 
those who, for various reasons, may value the personal ex- 
periences and points of view of the authors. Rubin, of course, 
is well known to American gynecologists through his many 
contributions in the field of infertility, His collaborator, 
Novak, is from Vienna and should not be confused with the 
gynecologic sage of the same name from Baltimore. 


The first volume deals with more or less standard material 
on anatomy, congenital anomalies, injuries, displacements 
and inflammations of the female genitalia. The second 
volume is majorly a pathology text devoted to tumors of 
‘the female sex organs, although it contains also two shorter 
sections concerned with constitutional pathology and with 
selected reproductive disorders (particularly sterility). In 
volume three one discovers what appears to be the basis 
for the title of the entire work, to wit, a section of some 
360 pages on the relationship between reproductive and 
other body systems. Scarcely anything has been overlooked, 
from the pineal gland down to the bladder, but much of the 
material relates to obstetrical situations and much of it 
just straightforward descriptive detail from the realms of 
pathology, internal medicine, surgery (and the surgical 
specialties), without any noticeable “integration.” The rest 
of volume three is given over to a short section on gynecolo- 
gic symptoms, a long and profusely illustrated section on 
operative procedures, a bit about physiotherapy, and a few 
strange odds and ends called “female hygiene.” In this 
latter chapter one learns that bicycling is not advisable for 
ladies, and horseback riding in a man’s saddle is frowned 
upon to some extent. 


Each section of the work has a lengthy bibliography 
nicely subdivided according to chapter headings, including 
many of the older references which will be helpful to any- 
one pursuing the historic aspects of various gynecologic 
subjects, and the authors have been thoughtful enough to 
include the full titles of the articles. These volumes are easy 
to read owing to the rather large type and the liberal use 
of bold-face headings. The numerous original drawings by 
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William Dietz are excellent, and the illustrations borrowed 
from other sources are for the most part clearly reproduced. 

Your reviewer feels that this work will be useful for 
perhaps a decade as an adjunctive reference in gynecologic 
teaching, but that rather shortly it will slip into the oblivion 
shared by several similar publications which never appeared 
in revised editions. In brief, one may say this is a monu- 
mental but not an outstanding literary effort. 

* * * 


TUBERCULOSIS —IN THE ARMY OF THE UNITED 
STATES IN WORLD WAR II—An Epidemiological Study 
With An Evaluation of X-ray Screening—Esmond R. Long, 
M.D., Director, The Henry Phipps Institute, University of 
Pennsylvania, Seymour Jablon, A.M., Statistician, Follow- 
up Agency, Division of Medical Sciences, National Re- 
search Council, Washington, D. C. V. A. Medical Mono- 
graph, Supt. of Documents, U. S. Government Printing 
Office, Washington 25, D. C., 88 pages, $1.50. 


This monograph deals with the extensive program of mass 
roentgenographic screening employed by the United States 
Army during World War II and the apparent results of 
that program, Opening chapters deal with methods of inter- 
pretation of x-ray films (single, double and otherwise), the 
variability of results obtained in such interpretations and the 
variability in quality of work done in induction stations. 
There are then chapters on the results of mass surveys in 
separation stations, a series of tables on the prevalence 
of tuberculosis in the Army and finally, a section on as- 
pects of military service in relation to the development of 
tuberculosis. 


The author has confirmed the extensive studies of Yeru- 
shalmy, Chamberlain, Garland and others on the need for 
dual interpretation of roentgenograms. If such interpretation 
had been employed throughout this entire program the num- 
ber of “positive” roentgenograms discovered would have 
been increased about one-third. Of some interest is the 
finding that at the induction stations classified as “fair” or 
“poor” in quality, more cases were read as “positive” than 
in the induction stations classified as “good.” 


In the summary, the author notes that approximately half 
of the men discharged for tuberculosis had the disease in 
roentgenographically detectable form at the time of accept- 
ance for service. Their lesions were overlooked in the induc- 
tion examination for reasons not always evident in the films 
themselves. The author believes that tuberculin tests would 
have been of great value in understanding sources and causes 
of clinical disease, had it been possible to carry them out 
as a part of the induction procedure. In connection with the 
known variations in interpretation of roentgenograms he 
points out that his studies have shown that disagreement 
was greater with standard size 14 x 17 films than with 
minifilms. Again, this confirms the work of the authors first 
mentioned. 


It would have increased the value of the monograph if the 
author had indicated his criteria for the final diagnosis of 
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activity. Normally this depends on the detection of tubercle 
bacilli in the sputum or gastric smear, or by culture, and 
variations in the reliability of detecting such bacteria are 
well known. It is to be hoped that future monographs of 
this type will establish more clearly the basis upon which 
the final diagnosis of activity of pulmonary tuberculosis is 
made. 

The monograph represents an enormous amount of work 
and should be of interest to all students of epidemiology and 


tuberculosis. 
* oe ok 


THE POSTURAL COMPLEX—Observations as to Cause, 
Diagnosis and Treatment—Laurence Jones, B.S., M.D., 
Chief Orthopedist, Menorah Hospital, 1932-1943, Kansas 
City, Missouri; Visiting Orthopedist, Cedars of Lebanon 
Hospital, 1944-1953; Midway Hospital, 1948-1954, Los An- 
geles. Charles C. Thomas, Publisher, Springfield, Illinois, 
1955. 156 pages, $9.75. 


Dr. Laurence Jones, the author of this book, has spent a 
good deal of time, written extensively and attempted to 
explain in a scientific and logical fashion the alterations and 
mechanics that produce pain in the low back, knees and 
feet, due to postural deformity in the lower extremities. A 
good deal of the book has to do with the presentation of the 
author’s theories regarding the influence of evolutionary 
adaptation upon the development of postural ‘change in the 
human body. If one accepts all of the presented theory as 
being factual, then a great deal of his conclusions must be 
also accepted as being logical and reasonable. If the book 
does nothing except to point out the importance of the 
postural complex in this day and age when intervertebral 
disk pathology and surgical intervention is resorted to so 
extensively, it has accomplished a very worthwhile purpose. 

The meat of the book has to do with the author’s specific 
steps in assuring proper correction of stance in the foot in 
order to correct the imbalance produced by postural de- 
formity in the remaining portions of the lower extremities 
and low back. Anyone who would take the time to study 
the author’s methods and put them into practice would help 
a good many people overcome the disability due to postural 
back ache and postural disability in the lower extremities 
without doubt. 

There is no question but that the author presents a very 
solid argument for his theory and that there is a good deal 
to be said for it in practical application and treatment of 
postural back ache. The one valid criticism and real criti- 
cism is that the author presents his theory as being the total 
and complete answer to the problem of low back disability. 
I doubt if this is entirely correct. It is a book, however, 
that should be read carefully by anyone having occasion to 
see any number of patients with low back disability of any 
kind. 


* * * 


PREPARING FOR MOTHERHOOD—Samuel R. Meaker, 
M.D., Professor Emeritus of Gynecology, Boston Univer- 
sity, School of Medicine. The Year Book Publishers, Inc., 
Chicago Illinois, 1956. 196 pages, $2.00. 


Meaker’s book on “Preparing for Motherhood,” is an 
excellent little volume of 190 pages. It is a “manual for 
expectant parents.” It tells the story of pregnancy and 
delivery and the postpartum period in simple, easily under- 
stood language. The information is up to date and strictly 
to the point. The author’s views are conservative, and, I 
should say, representative of the majority opinion in the 
civilized world today. Satisfactory information is given about 
the early stages of pregnancy, its diagnosis, the symptoms 
and bodily changes. Early medical consultation is advised; 
the usual steps in antenatal examination and care are out- 
lined. The most common complications are discussed, par- 
ticularly in relation to the symptoms which might arise. Diet 
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is discussed in detail, in fact, in somewhat disproportionate 
detail. The events of labor are described and pain relief is 
discussed in terms of today’s most usual routines, i.e. mild 
analgesia and sedation with Demerol and barbiturates or 
conduction anesthesia, particularly low spinal. Meaker does 
not attempt to impress a particular point of view, beyond 
that of conservatism. “Natural childbirth” is described in 
sympathetic but unenthusiastic terms. A very helpful por- 
tion of the book describes the after events and care, in 
relation to infant feeding whether breast or otherwise, 
exercises, checkup, examinations, etc. An attempt is made 
to bring the husband into the picture as much as possible 
in the interest of good psychological relationships. He is 
encouraged to be thoughtful and attentive to his wife 
during the antenatal period and to be with her during the 
first stages of labor whenever possible, His participation in 
the events of the puerperium, breast feeding, holding the 
baby, care in precluding the jealousy of prior children in 
the family, etc., are discussed very sympathetically. 

A minor note of criticism. The print is too small for easy 
reading with my eyesight. However, the book would make a 
very acceptable assignment for certain sources of information 


for prospective parents. 
* ok * 


PROTECTING CHILDREN IN ADOPTION—Report of 
a Conference. Children’s Bureau Publication—354, 1955, 
Superintendent of Documents, U. S. Government Printing 
Office, 43 pages, 20 cents. 


The above pamphlet is a report on a conference on adop- 
tions, participating in which were representative delegates 
from all parts of United States. It is an exceedingly worth- 
while pamphlet and should be in the hands particularly of 
obstetricians and pediatricians. However since many doctors 
adopt children into their own families or advise other 
families regarding adoption it would be well for every 
medical person to be acquainted with its contents. 

The first part of the conference was devoted to a summary 
of a study that was made by a single individual who visited 
different parts of United States in order to obtain direct 
information concerning adoption practices. Two places re- 
puted to be practicing black marketing of babies were 
visited but areas that have good and workable laws concern- 
ing adoption procedure were also studied. 

The report to the conference included figures on demand 
and supply of babies, studies on the prenatal care of un- 
married as compared with married mothers, a summary of 
community resources and a review of state legislation. As the 
conference came under way the following subjects were 
discussed: In one group the problems reviewed were: The 
“hard to place” children; agency versus non agency place- 
ments; the Federal control question, and a “definition of 
terms.” The second group discussed “professions in the fore- 
front” under which the viewpoints of physicians, lawyers, 
social agencies, and other professionals were presented. The 
third group concerned itself particularly with “the child as 
the rallying point.” The fourth section is the work groups’ 
report, under the following headings: (1) philosophical and 
ethical considerations, (2) education, (3) extension of 
services, and (4) legislation, especially the Uniform Adop- 
tion Act and Inter-County Adoptions. 

The pamphlet is highly recommended. 

a * * 


CHEST X-RAY DIAGNOSIS—2nd Edition—Max Ritvo, 
M.D., Assistant Clinical Professor of Radiology, Harvard 
Medical School. Lea & Febiger, Philadelphia, 1956. 640 
pages, 633 illustrations on 426 engravings and 1 color 
plate, $16.00. 


This second edition of a monograph dealing with the x-ray 
diagnosis of diseases of the chest is patterned essentially 
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on the first one. There are sections on roentgen methods of 
examination of the lungs, mediastinum, diaphragm and 
pleura. Then sections on diseases of the bony thorax and 
soft tissues of the chest wall, soft tissues of the neck, heart 
and great vessels, and pericardium. The introductory ma- 
terial remains sound and the suggestions for methods of 
interpreting roentgenograms are useful. 

It appears to this reviewer that the importance of stereo- 
scopy and lateral projection might be stressed a little more 
firmly. Thorough roentgen examination is a standard pro- 
cedure in studying the gastrointestinal or urinary tracts, and 
should be a standard procedure in studying the chests of 
symptomatic persons, For this reason, lateral or oblique 
illustrations should accompany more of the anterior roent- 
genograms used to illustrate many of the diseases discussed 
in the text. 


The author still apparently believes that bronchitis may 
be diagnosed by an anterior chest roentgenogram. The illus- 
tration and legend for this entity remains as in the first 
edition. 


The illustration appearing on page 519 labelled “myocar- 
dial calcification” is identical with that appearing on page 
478 of the earlier edition and is still labelled incorrectly 
(the entity shown is dense calcification of the mitral an- 
nulus). 


Of more importance is the legend for figure 100 appearing 
on page 159. This reads “anthrocosis” when we suspect that 
the author means “anthrocosilicosis,’ since anthrocosis 
alone does not produce dense pulmonary nodular shadows 
of the type illustrated. 


The volume is well printed and well bound. The index is 
adequate. It should be of value to students and general 
physicians. 

+ a: ae 


MODERN TREATMENT YEARBOOK—1956—A Year- 
book of Diagnosis and Treatment for the General Prac- 
titioner — Sir Cecil Wakeley, Bt., K.B.E., C.B., LLD., 
M.Ch., D.Sc. F.R.C.S., F.R.S.E., F.R.S.A., F.A.CS., 
F.R.A.C.S., Fellow of King’s College, London, Editor. The 
Medical Press, London, Distributed in U.S.A. by Williams 
and Wilkins Company 1956. 344 pages, $6.00. 


Each yearly summary of medical activities has its own 
format. This one is composed of a group of monographs on 
treatment by various English authorities. The 1956 volume, 
twenty-second year of the series, contains 37 articles. They 
vary rather widely in form and quality. On the whole, they 
make interesting reading, but they fail to give the reader 
the quantity of recent medical and surgical research to 
which the American reader has become accustomed. 


* * * 


LOS ANGELES COUNTY HOSPITAL HOUSE STAFF 
MANUAL—7th Edition—F. William Wagner, Jr., M.D., 
Editor; The Cunningham Press, Alhambra, California. 728 
pages. 


If one can imagine oneself as an intern, confronted sud- 
denly with the complexities of a 3,411-bed hospital and 
the necessity of treating serious disease by the more-or-less 
remembered teachings of medical school, one can immedi- 
ately visualize the principal usefulness of this manual. The 
7th edition of the House Staff Manual represents the co- 
operative efforts of the combined attending and resident 
house staff of the Los Angeles County Hospital to provide 
the intern and resident within the hospital with specific 
advices relative to the operation of the hospital itself: To the 
diagnosis and treatment of various major categories of dis- 
ease, (e. g. infectious disease, body fluid and electrolyte 
disorders, respiratory disease); and to the fundamental 
procedures of particular services (e. g. anesthesia, ortho- 
pedics, laboratory) . 
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The manual is well printed and clearly written and will 
admirably serve its purpose as described. Certain specific 
merits and faults might be mentioned. The Spanish vocabu- 
lary is an unique feature; there is an excellent table show- 
ing the electrolyte content of various parenteral solutions; 
and revision of most sections has been brought up to the 
minute of printing. Other sections are less modern, tetracy- 
cline is not mentioned as an antibiotic. A section equili- 
brating the common name of substances with the poisons 
they contain, should be most useful, but the conversion table 
for milliequivalents per liter and milligrams per cent ap- 
pears both on page 87 and page 628. 


Lastly, it is painful to see, in a teaching manual, the 
word “pathology” used for “pathological process” and the 
name Burow’s, he of the solution, written with an addi- 


tional “r.” 
* * * 


A COURSE IN PRACTICAL THERAPEUTICS—3rd 
Edition—Martin Emil Rehfuss, M.D., F.A.C.P., LL.D. 
(Hon.) Professor of Clinical Medicine, Emeritus and Di- 
rector of the Division of Therapeutics in the Dept. of 
Medicine, The Jefferson Medical College, Philadelphia; 
Alison Howe Price, A.B., M.D., Associate Professor of 
Medicine, the Jefferson Medical College, Philadelphia; 
Williams and Wilkins Company, Baltimore, 1956. 972 
pages, $15.00. 


The third edition in eight years of this large and practical 
manual of treatment brings it up to date with fairly exten- 
sive revision of the sections dealing with the treatment of 
specific disorders and those concerned with specific drugs. 
In these fields there have been tremendous changes and the 
editors have done their best to keep abreast of them. 


On the other hand, general therapeutic principles have 
not changed and there has been little alteration of this 
section, which is well presented. 


As we have before, (76, 5, 366 (May) 1952) we recom- 
mend this volume to internists, to general practitioners and, 
particularly, to medical students. 


* % 


MANAGEMENT OF PAIN IN CANCER — Edited by 
M. J. Schiffrin, Ph.D., Assistant Professor, Division of 
Anesthesiology, University of Illinois College of Medicine, 
The Year Book Publishers, Inc., Chicago, 1956. 245 pages, 
$4.50. 


This book is an admirable review of an important aspect 
of the management of many patients with incurable cancer. 
It should be of real value to any physician who undertakes 
the care even of an occasional patient with advanced cancer 
and who wants to achieve the best possible control of pain 
by methods both old and modern. The book is somewhat 
wider in scope than the title alone would indicate; there are 
discussions of the use of steroid hormones and chemothera- 
peutic agents and their palliative indications, of surgical 
measures for lesions in the respiratory, intestinal and urinary 
tracts which are of value in the general management of 
advanced cancer. Specific problems in the relief of pain arc 
considered under the headings of “Systemic Analgetics,” 
“Nerve Blocks” and “Neurosurgical Aspects” and there is a 
valuable discussion on the psychological aspects of pain. 


The volume is not as bulky as its 245 pages would indicate 
as the pages measure approximately 7 x 444 inches thus 
producing a volume of almost pocket-book size. Its format 
makes for easy reading. There is an adequate index. 


The chief deficiency is in the lack of illustrations or 
diagrams except in the chapter devoted to nerve blocks. 
Several of the authors condone a common and annoying 
semantic abuse in medical literature, the use of the word 
“malignancy” for malignant neoplasm or, even a more 
succinct generic designation, cancer. 
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